Health Financial Systems GSAWATOMIE STATE HOSPITAL In Lieu of Form CMs5-2552-10
This report is required by law (42 usC 1395g; 42 CFR 413.20(b)). fFalure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 USC 1395g). oMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN: 174004 | Period: worksheet s
AND SETTLEMENT SUMMARY From 07/01/2011 | Parts I-III

To  06/30/2012 | pate/Time Prepared:
12/2?/2012 8:32 am

|[PART I - COST REPORT: STATUS L B R
Provider 1. X ]E]ectron1ca11y filed cost report pate: Time:

use only 2.f JwManually submitted cost report
3.[ 0 ]JIf this is an amended report enter the number of times the provider resubmitted this cost report
4. [ F JMedicare utilization. Enter "F" for full or "i" for low. _ _
Contractor 5. [ 1 ]Cost Report Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. contractor No, 11.contractor's vendor Code: 4
(2) settled without Audit 8. [ N ]JInitial report for this provider CcN12.( O ]1f Tine 5, columa 1 is 4: Enter
(3) settled with Audit 9. [ N JFinal rReport for this provider CCN number of times reopened = 0-9,
(4> Reopened
(5) Amended

[PART II - CERTIFICATION
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CON?AINED N THIS COsT REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW, FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILEEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER({S}

I HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
etectronically filed or manually submitted cost report and the 8alance Sheet and Statement of Revenue and
Expensas prepared by OSAWATOMIE STATE HOSPITAL ( 174004 ) for the cost reporting pericd beginning 07/01/2011 and
ending 06/30/2012 and to the best of my knowledge and belief, this report and statement are true, correct,
complete and prepared from the books and records of the provider in accordance with applicable instructions,
except as noted. I further certify that I am familiar with the Taws and regulations regarding the provision of
health care services, and that the services jdentified in this cost report were provided in compliance with such
laws and regulations.

(Signed)
officer or Administrator of Provider(s)
Title
Date
Cost_Center ﬁescmptmn Critle v il part A0 ] T ipart 8 HIT - . § i Title XIx
C100 T 20000 3.00 4.00 5.00
PART III - SETTLEHENT SUMMARY e o s ) g Lo
1.00 |Hospital 0 92,569 1,467 v) -1,582{ 1.00
2.00 |subprovider - IPF 0 0 0 0i 2.00
3.00 |subprovider - IRF 0 0 0 0l 3.00
4,00 |{SUBPROVIDER I 0 v 0 01 4.00
5.00 |[swing bed - SNF 0 0 0 0l 5.00
6.00 |swing bed - NF 0 ¢ 6.00
7.00 |SKILLED NURSING FACILITY 0 0 0 ol 7.00
8.00 |NURSING FACILITY 0 0] 8.00
9.00 [HOME HEALTH AGENCY I 0 0 0 0] 9.00
10.00 [RURAL HEALTH CLINIC X 0 0 0} 10.00
11.00 ! FEDERALLY QUALIFIED HEALTH CENTER I iy 0 0] 11.00
12.00 {CMHC X 0 0] 0] 12.00
200.00/ Total 0 92,569 1,467 0 -1,582[200.00

The above amounts represent "due to" or "due from" the applicable program for the element of the above complex indicated.
according to the paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid OMB contral number. The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form CMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 174004 |Period: worksheet s-2

From 07/01/2011 | Part I

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

i 1,00 ' 1 2.00 - P 3.06 o T 4,00
Hospxta] and Hospital Health Care Complex Address: o R : : .
1.00 |street:500 STATE HOSPITAL DRIVE PO BOX: 1.00
2.00 [City: OSAWATOMIE o Istate: KS ;jp“codz;§6064 _jCounty: MIAMI 2.00
S T S R : o Component Name U CCN CBSA . Provider . 'Date | [Payment System (P, L
S _ _Humher Number TypE‘~ Certified T, 0, or N)-
R RO o V| XVIIT| XIX
e e BRI : 1,00 AR -2‘00 3 00 4 00 =500 "} 6,001 7.001 8.00
Hospital ‘and Hospital-Based. Component Ident1f1cat1on. RS e LT
3.00 [Hospital OSAWATOMIE STATE 174004 28140 4 07/01/1966] N P o 3.00
HOSPITAL

4.00 isubprovider - IPF 4
5.00 |[subprovider - IRF 5
6.00 Isubprovider - (Other) 6
7.00 {swing seds - SNF 7
8.00 iswing 8eds - NF 8
9.00 |Hospital-Based SNF 9.00

10

i1

10.00 |Hospital-Based NF 00
11.00 |Hospital-Based OLTC .00
12.00 Hospital-Based HHA 12.00
13.00 |Separately Certified ASC 13.00
14.00 [Hospital-sased Hospice 14.00
15.00 |[Hospital-Based Health Clinic - RHC 15.00
16.00 [Hospital-gased Health Clinic - FQHC 16.00
16.01 |Hospital-Based Health Clinic - FQHC 16.01
1
16.02 |Hospital-Based Health Clinic - FQHC 16.02
2
17.00 |Hospital-Based (CMHC) 1 17.00
18.00 |Renal Dialysis 18.00
19.00 [other 19.00
o SRR o B oL e T L From: R T e
R : e e . o Coiroe e T o A T 1,00 -1 - 2.00 et
20.00 [Cost Reporting Period (mm/dd/yyyy) 07/01/2011 06/30/2012 20.00
21.00 Type of Control (see 1nstruct10ns) 10, 21.00
Iﬂpat1ent PPS Iﬂfﬂrmat'fﬂn .' LT T "Z . .' PN ..Z e LT Z. B B
22.00 |poes this facility qualify for and is 1t current]y rece1v1ng payments for N N 22.00

disproportionate share hospital adjustment, in accordance with 42 CFg §412.1067 1In
column 1, enter "Y' for yes or "N" for no. Is this facility subject to 42 CFR Section
§412.06(c)(2){pickle amendment hospital?) In column 2, enter "Y" for yes or "N" for no.
23.00 [which method is used to determine Medicaid days on lines 24 and/or 25 below? In column 2 23.00
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the
method of identifying the days in this cost reporting period different from the method
used in the prior cost reporting period? 1In column 2, enter "¥" for yes or "N for no.
S L L : S S ] Inzstate | In-state | -outZof ] out-of ] Medicaid | other
Hed]ca}d Medicaid | :’stateé i -State - ; HMO days | Medicaid
~eligible | Medicaid:i Medicaid . days

Sliiunpaid - paid.days | .eligible .
Cdays | o b unpaid
: B : - ~2.00 " 3,00 " 4.00 5.00 . 6.00 R
24.00 |1f this provider is an IPPS hospital, enter the 0 0 0 0 0] 24.00

in-state Medicaid paid days in col. I, in-state
Medicaid eligible unpaid days in col. 2,
out-of-state Medicaid paid days in col. 3,
out-of-state Medicaid eligible unpaid days in col.
4, Medicaid HMO paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.
25.00 |1f this provider is an IRF, enter the in-state [¢] 0 0 4] 0 0] 25.00
Medicaid paid days in col. 1, the in-state Medicaid
eligible unpaid days in col. 2, out-of-state
Medicaid days in col. 3, out-of-state Medicaid
eligible unpaid days in col. 4, Medicaid HMO paid
and eligible but unpaid days in col. 5, and other
Medicaid days in col. 6.

urban/Rural s Date of Geogr|

L S 1.00 200

26.00 |[Enter your standard geographic classification (not wage) status at the beginning of the 1 26.00
cost reporting period. Enter "1" for urban or '"2" for rural.

27.00 [Enter your standard gecgraphic classification (not wage) status at the end of the cost 1 27.00

reporting period. Enter in column 1, "1" for urban or “2" for rural. If applicable,
enter the effective date of the geographic reclassification in column 2.

35.00 {xf this is a sole community hospital (SCH), enter the number of periods SCH status in 0 35.00
effect in the cost reporting perioed.

Beginning: Ending:

: e s e e s Ak T a0 R, 00 2.00
36.00 [Enter applicable beginning and ending dates of SCH status. Subscript 1ine 36 for number 36.00
of periods in excess of one and enter subsequent dates.

MCRIF32 - 3,2.135.0




Health Financial Systems
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

OSAWATOMIE STATE HOSPITAL

In Lie

i of Form CMS-2552-10

Provider CCN: 174004

pPeriod:
From 07/01/2011

worksheet S-2

Part I

To  06/30/2012 | pate/Time Prepared:
B . e 12/27/2012 8:32 am
- “-geginning: 1 Ending: :
37.00 [1f this is a Medicare dependent hospital (MDH), enter the number of periods MDH status 0 37.00
in effect in the cost reporting period.
38.00 [Enter applicable beginning and ending dates of MOH status. Subscript Tine 38 fer number 38.00
of periods in excess_of one and enter subsequent dates. N
¥ ‘ = 1s SO v lxvrin] xix
Co : R s [3.0012.00 | 3.00
Prospective Payment System (PPS) Cap1ta1 R P S : : e
45.00 |poes this facility qualify and receive Capital payment For d!sproport1onate share in accordance N N N 45.00
with 42 CFR Section §412.3207 (see instructions)
46.00 [rs this facility eligible for additional payment exception for extraordimary circumstances N N N 46.00
pursuant to 42 CFR §412.348(f)? If yes, complete worksheet L, Part III and L-1, Parts I through
III.
47.00 1Is this a new hospital under 42 CFR §412.300 pPs capital? Enter "y for yes or "N" for no. N N N 47.00
48.00 115 the facility electing fu11 federal cap1ta1 payment? _Enter "Y" for yes or "N" for no. N N N 48.00
Teaching Hospitals . L
56.00 {Is this a hospital 1nvo1ved in tra1n1ng residents in approved GME programs7 eEnter "¥" for yes N 56.00
or "N for no.
57.00 ixf line 56 is yes, is this the first cost reporting period during which residents in approved 57.00
GME programs trained at this facility? Enter "Y" for yes or "N" for no in column 1, If colump 1
is "v" did residents start training in the first month of this cost reperting period? Enter "y"
for yes or "N” for no in column 2. If column 2 is "v", complete Worksheet €-4. If column 2 is
“N", complete Worksheet D, Part III & IV and D-2, Part II, if applicable.
58.00 |If 1ine 56 is ves, did this faciTity elect cost reimbursement for physicians' services as 58.00
defined in cMS pub. 15-1, section 21487 If yes, complete Worksheet D-5.

59,00 [Are costs claimed on Tine 100 of Worksheet A? If yes, complete Worksheet D-2, Part I. N 59.00
60.00 lare you claiming nursing school and/or allied health costs for a program that meets the N 60.00
provider-operated criteria under §413.857 Enter "Y" for yes or "N" for no. (see instructiens) R

L e &L A Rl T e THE Average “Direct GHE
: ~Ayerage
e ) LA (IR Sl DT 1.00 2, 00 3,00 -
61.00 |pid your facility receive additional FYE slots under ACA section 55037 N 0.00] 0.00 61.00
Enter “Y" for yes or "N" for no in column 1. If “v", effective for
portions of cost reporting periods beginning on or after July 1, 2011
enter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital’s three most recent cost
reports ending and submitted before March 23, 2010. (see instructions}
IACA -Provisions Affecting the Health Resources and Services Administration (HRSA)
62.00 [Enter the number of FTE residents that your hospital trained in this 0.00 62.00
cost reporting period for which your hospital received HrRSA PCRE funding
(see instructions)
62.01 iEnter the number of FTE residents that rotated from a Teaching Health 0.00 62.01
Center (THC) inteo your hospital during in this cost reporting period of
HRSA THC program, (see instructions) °
Teaching :Hospitals that Claim Residents in Non-Provider Settings
63.00 [Has your facility trained residents in non-provider settings during this N 63.00
cost reporting period? Enter "Y' for yes or "N for no in column 1. If
yes, complete lines 64-67. {see instructions) )
R i o o LI BT Unweighted " tnweighted - |JRatic (c01 q
S FTEs din - [(cel. 1+ col,
Hospital .- 23y
Section’ 5504 of ‘the ‘ACA: dase. Year FTE Res1dents 1n Nonprovider sett1ngs——Th1s ‘bas year 1s your cost ‘reporting
period that. begins on or. after iuly 1,.2009 and before June 30, 2000, -~ ~ -
64.00 [Enter in coltumn 1, if line 63 is yes, or your facility trained res1dents 0.00 0 00 (0.000000 64.00
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
settings. Enter in column 2 the number of unweighted non-primary care
resident FTEs that trained in your hospital. Enter in column 3 the ratio
of (co]umn 1 d1v1ded by (co1umn 1 + column 2)). (see instructions)
L L S : Program Name CProgram Code - - .Unwe%ghted unweighted [Ratio (col. 3/
: : ) o FTES " <FTEs in - {(col. .3 ¥ col.] -
NonprDV1der S Hospital o1 4D
o o -Site - coLne
1,00 2.00 -3.00: 4.00 5.00

MCRIF32 - 3.2.135.0




OSAWATOMIE STATE HOSPITAL

In iLieu of Form CM$-2552-10

Health financial Systems

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

provider CCN: 174004

period:
From 07/01/2011
To 06/30/2012

worksheet s-2
part 1

Program Name

‘I Program Code

Unweighted
L FTES L

Nonprovider .
cuSitel

- Unweighted .
2 'FTEs .in
Hospital .

Ratio: (co}__sf

N

65.00

Enter in column 1, if Tine 63
is yes, or your facility
trained residents in the base
yvear period, the program name.
Enter in coltumn 2 the program
code, enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations occurring in all
non-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
vour hospital. £nter in column
5 the ratio of (column 3
divided by (column 3 + column

3.00

.4.00

0,60

o

B N

pate/Time Prepared
12/27/2012 8:32

am_

ACeol. 3iw-coli)

By oo

0.060000

65.00

4)). (see instructions)

Unweighted
CFTES
Nonprovider

Site

unweighted
FTES in .
Hospital o

1.00

300 -

Ny

66.00

saction 5504 of: the ACA Current Year”FTE
beg!nnzng on-or:after July -1, 2010 E

s1dents in Nonprov1der settxngs—~Effect1ve

for cpSt“repo

rt1ng per1ods

Enter in c¢olumn 1 the number of unwe1ghted non- pr1mary care resident
FTEs attributable te rotations occurring in all non-provider settings.
Enter in column 2 the number of wnweighted non-primary care resident
ETEs that trained in your hospital. enter in column 3 the ratic of

(co]umn 1 d1v1ded hy (co1umn 1 + column 2)}. {see instructions)

0.00]

0.00

D 000000

66.00

Program Name

1.1 program Code

E Unwe1ghted

FTES

Unweighted
S FTES TR
 ‘Hospital

Ratio ‘(col. 3
(coli3.+ col,
4))

~5.00

2.00

67.00

If line 63 is yes, then, for
each primary care residency
program in which you are
training residents, enter in
column 1 the program name.
enter in column 2 the program
code, Enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations that occurred in
nonprovider settings for each
applicable program. Enter in
column 4 the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratio of column
3 divided by the sum of columns
3 and 4. Use subscripted Tines
67.01 through 67.50 for each
additional primary care
program. If you operated a
primary care program that did
not have FTE residents in a
nonprovider setting, enter zero
in cotumn 3 and complete all
other columns for each

'o.oo

app1icab1e_prqgram.

0.00

(.000000;

67.00

70.00
71.00

Inpat1ent Psych1atr1c Fac111ty PPS

S Eaee ot R
1.00,§2.00 | 3.00

Is this facility an Inpatient psychiatric Fac111ty (1eF), or does it contain an IPF subprov1der7 Y

enter "¥" for yes or "N"

for no.

if line 70 yes: Column 1: Did the facility have a teaching program in the most recent cost N

report filed on or before November 15, 20047
this facility train residents in a new teaching program in accordance with 42 CFR §412.424

(D EiT)D)? enter "Y" for yes or "N" for no. Column 3: If column 2 is ¥, enter 1, 2 or 3
(see instructions) If this cost reporting period covers the beginning
enter 4 in column 3, or if the subsequent academic years of the new teaching

respectively in column 3.
of the fourth year,

program in _existence, enter 5.

MCRIF32 - 3.2.135.0

(see instructions)

Enter “y" for yes or

“N'" for no. Column 2: Did

70.00

71.00




Health

Financial Systems OSAWATOMIE STATE HOSPITAL n

Liey of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 174004 |[Period:

From 07/01/2011
To 06/30/2012

worksheat 5-2

Part I

pate/Time Prepared:
12/27/2012 8:32 am

%10012001300

Inpat1ent Rehab111tation Fac111ty PPS T

Is this facility an Inpatient Rehabi 1itation Fac111ty (IRF), or does lt contain an IRF

75.00 N 75.00
subprovider? Enter "Y" for yes and "N" for no.
76.00 [Ef Tine 75 yes: Column 1: bid the facility have a teaching program in the most recent cost 0 76.00
reporting period ending on or before November 15, 20047 Enter "v" for yes or "N" for no. Column
2: pid this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 (d)()(Fi)(D)? Enter "y for yes or "N” for no. Colump 3: If column 2 is5 v, enter 1, 2
or 3 respectively in column 3. (see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
_ new teaching program in existence, enter 5. {see instructions)
Long Torm Care Hosp1ta1 PPS w i : : :
80.00 [1s this a Tong term care hosp1ta1 (LTCH)? Enter "Y" for yes and "N“ far no.
[TEFRA Providers : : PR ) e
85.00 |Is this a new hospital under 42 CFR Sect1on §413 40(f)(1)(1) TEFRA? Enter "Y“ for yes or "N" for no. N 85.00
86.00 pid this facility establish a new other subprovider (excluded uwnit) under 42 CFR Section 86.00
§413.40(F) (1) (Fi)? Enter "Y" for ves and “N" for no.
wre RS : R e AT S R ‘1 Y] LUXIX O
i 1.00 2000
Tat]e v or XIX Inpat1ent Services o R - o
90.00 {poes this facility have title v and/or XIX inpatient hosp1ta1 serv1ces7 Enter "Y" for N Y 90.00
yes or "N" for no in the applicable column.
91.00 |rs this hospital reimbursed for title v and/or XIX through the cost report either in N N 91.00
full or in part? Enter "v" for yes or "N” for no in the applicable column.
92.00 |are title XIX NF patients occupying title XVIII SNF beds (dual certification)? (see N 92,00
instructions) Enter "Y” for yes or "N" for no in the applicable column.
93.00 boes this facility operate an ICF\MR facility for purposes of title v and XIX? Enter N N 93.00
"y* for yes or "N" for no in the applicable column.
494,00 |poes title v or XIX reduce capital cost? Enter "Y" for yes, and "N" for no in the N N 94.00
applicable column.
95.00 {If Tine 94 is "Y", enter the reduction percentage in the applicable column. 0.00 0.00) 95.00
96.00 |poes title v or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the N N 96.00
applicable column.
97.00 |If Tine 96 is "Y', enter the reduct1on percentage in the app11cab1e co]umn 0.09 0.0G 97.00
rRural ‘Providers - o -
105.00poes this hospital qua11fy as a cr1t1ca1 Acceass Hosp1ta1 (CAH)7 N 105.00
106.00|1f this facility qualifies as a CAH, has it elected the all-inclusive method of payment 106.00
for outpatient services? (see 1nstructions)
107.00column 1: If this facility qualifies as a CAH, is it eligible for cost reimbursement 107.00
for I &R training programs? Enter "y¥" for yes or "N" for no in column 1. (see
instructions) If yes, the GME elimination would not be on worksheet 8, Part I, column
25 and the program would be cost reimbursed. If yes complete worksheet D-2, Part II.
cColumn 2: If this facility is a CaH, do I&Rs in an approved medical education program
train in the CaH's excluded IPF and/or IRF unit? Enter "Y" for yes or "N" for no in
cotumn 2. (see instructions)
108.00rs this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00
CFR Section §412.3113{c). Enter "¥" for yes or "N" for na. ]
e LT LT L ““physical ] eccupational speech Respiratory
S : ‘ : -1.00 2.00 3.00 4.00. Eo
109.001f thls hospxtal qua11f1es as a CAH or a cost provzder are 109.00
therapy services provided by ocutside supplier? Enter "v"
for yes or "N" for no for each therapy. { T
o . : 211:00-5°2,00 | 3,00
M1sce¥Taneous ‘Cost- Report1ng Information . - T
115.00/Is this an all-inclusive rate provider? Enter "v" for yes or ”N" for no in co1umn 1 If yes, N 0 ]115.00
enter the method used {A, B, or E only) in cotumn 2. If column 2 is "E", enter in column 3
either "93" percent for short term hospital or "98" percent for long term care (includes
psychiatric, rehabilitation and long term hospital providers) based on the definition in cMs
15-1, §2208.1.
116.001s this facility classified as a referral center? Enter "Y' for yes or "N" for no. N 116.00
117.00{Is this facility legally-required to carry malpractice insurance? Enter “v" for yes or "N" for Y 117.00
no.
118.00/1s the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 1 118.00
claim-made. Enter 2 if the policy is occurrence.
S T - - “Premiums Losses - Insurance
S s B : - . L o ) 1.00 2.00- - 3.00 . i
118.0i[List amounts of malpractice premiums and paid losses: 36,337 0; 0/118.01
118.02{are malpractice premiums and paid losses reported in a cost center other than the N 118.02
dministrative and General? If yes, submit supporting schedule listing cost centers
and amounts contained therein.
119.00[p0 NOT USE THIS LINE 119.00

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

provider CcN: 174004

Period:
From 07/01/2011

worksheet 5-2
part I

MCRIF32 - 3.2.135.0

To 06/30/2012 ; Date/Time Prepared:
12/27/2012 8:32 am
: - E . L LI ; Lo e 1.00 00 - |
120.00)1s this a or EACH that quatifies for the outpatient Hold Harmless provision in Aca N N 120.00
§3121 and applicable amendments? (see instructions) Enter in column 1 "y" for yes or
“N" for no. Is this a rural hospital with < 100 beds that qualifies for the Outpatient
Hotd Harmless provision in ACA §3121 and applicable amendments? (see inmstructions)
Enter in column 2 "Y" for yes or "N" for no.
121.00pid this facility incur and report costs for implantable devices charged to patients? N 121.00
Enter "y" for ves or "N" for no.
Transpiant Center Iaformation o E
125.00poes this facility operate a transp1ant center? Enter “Y“ for yes and "N" for no, If N 125.00
yes, enter certification date(s) (mwn/dd/yyyy) below.
126.00iIf this is a Medicare certified kidney transplant center, enter the certification date 126.00
in column 1 and termination date, if applicable, in column 2.,
127.00i1f this is a Medicare certified heart transplant center, enter the certification date 127.00
in column 1 and termination date, if applicable, in column 2.
128.00[xf this is a Medicare certified Yiver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.
129.00/zf this is a Medicare certified Tung transplant center, enter the certification date in 129.00
column 1 and termination date, if applicable, in column 2.
130.00/Tf this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in column 1 and termination date, if applicable, in column 2.
131.00If this is a Medicare certified intestinal transplant center, enter the certification 131.00
date in column 1 and termination date, if applicable, in column 2.
132.001f this is a Medicare certified islet transplant center, enter the certification date 132.00
in cotumn 1 and termination date, if applicable, in column 2.
133.00;1f this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if applicable, in column 2.
134.00{1f this is an organ procurement organ1zation (oP0), enter the OPO number in column 1 134,00
and termination date, 1f gpp11cab1e in co]umn 2
1A11 ‘proyiders T o Ll
140.00lAre there any retated organ1zat1on or home off1ce costs as def1ned 1n CMS Puh, 15 1, ¥ 140.00
chapter 107 Enter YY" for yes or "N" for no in column 1. If yes, and home office costs
,are cl med enter in column 2 the home off1ce chain number,wgsee 1nstruct1on5) .
e : 1,89 : 2.00 - = i 3.00
If: th:s fa5131ty is part 6f.a cha1n organzzatton “enter on lines 141 through 143 the ‘name and address of the
home office and enter the home office contractor name and contrattdr -pumber. o
141.00|Name: SOCIAL & REHABILITATION contractor’s Nama:WISCONSIN PHYSICIAN contractor s Number: 5201 141.00
SERVICES SERVICES
142.00{Street: 915 HARRISON PO Box: 142.00
143.00,City:  TOPEKA State: Z2ip Code: 66612 143.00
. _ : ) Cemnal 1.00 =
144.00}are provider based physicians' costs included in wWorksheet A? Y 14400
145.00[1f costs for renal services are claimed on Worksheet A, Tine 74, are they costs for inpatient N 145.00
. services on1y?_Enter “y" for yes or "N" for no.
T R S R LU A e L : 1.00 2.00 .
146.00Mas the cost a11ocat1on methodo1ogy changed from the prev1ous1y f11ed cost report? N 146.00
Enter "y" for yes or "N" for no in column 1. (See CMs pub. 15-2, section 4020) If yes,
enter the approval date (mm/dd/yyyy) in column 2.
147.00Was there a change in the statistical basis? Enter "v" for yes or "N" for no. N 147.00
148.00Was there a change in the order of allocation? Enter "Y" for yes or "8" for no. N 148.00
149.0 Mas there a change to the simplified cost finding method? Enter “y" for yes or "N" for N 149.00
o] parta - "Part B Title v 1  Title XIX S
: T : o : Tl 1.00 172000 3.00 4.00
Does th1s fac111ty contain a prov1der that qua11f1es for an-exemption from. the -application of the lower of costs
or. charges? Entér "Y" for yes or "R" for no for each component for Part A and Part B. (See 42 CFR §413.13) :
155.00Hospital N N N 155.00
156.00/subprovider - IPF N N N N 156.00
157 .00/subprovider - IRF N N N N 157.00
158.00/SUBPROVIDER 158.00
159.00/SNF N N N N 159.00
160. 00[HOME HEALTH AGENCY N N N N 160.00
161.00,CMHC N N N 161.00
: 1.00
Mu]t1campus : : L - :
165.00/1s this hospital part of a Mu1t1campus hosp1ta1 that has one or more campuses in d1fferent CBSAS? N 165.00
_[Enter "¥" for yes or "N" for_no. . _ o
: A L Name | _ County ~ 1 state | zip code | c¢msa FTE/Campus
[ 0 ] 1.90 "12.00°]  3.00 i 4.00 5.00




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lie

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 174004

Period:
From Q7/01/2011
To  06/30/2012

: of Form CMS-2552-10

worksheet 5-2
Part I
Date/Time Prepared:

__— . 12/27/2012 8:32 am
""" Nane - COUNEY “- ] state | zip Code cesa | FTEfCampus (. -
e e TR T ) 0 “ 1,00 12,00 7 3,00 - 4,007 5.00 . oo
166.00[1f 1ine 165 is yes, for each 0.00{166.00
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
casA in column 4, FTE/Campus in
B column §
Health Information Technology (HIT) incentive in the American Recovery and Reinvestment Act :
167.00/ts this provider a meaningful user under Section §1886(n)? &nter "v" for yes or "N" for no. N 167.00
168.00/1f this provider is a cAH (ine 105 is "Y") and is a meaningful user (line 167 is "Y"), enter the (168,00
reasonable cost incurred for the HIT assets (see instructions)
169.00If this provider is a meaningful user (Tine 167 is "¥") and is not a caH (line 105 is "N"), enter the 0.00169.00
transition factor. (see instructions)

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMEF STATE HOSPITAL

In Lieu of Form (MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 174004 |period: worksheet s-2
From 07/01/2011 | part IT
To  06/30/2012 | Date/Time Prepared:

12/27/2012_8:

;Date

22.00

Genera1 InstructTon. Enter Y for a]] £S5 responses. Enter N for a1¥ NO responses. Enter e1i-dates-1n the

mm/dd/yyyy. format.

COMPLETED. SY JALL HOSPITALS

provider Organization and 0perat1on

Has the provider changed ownership 1mmed1ate1y pr1or to the beg1nn1ng of the cost

32 am

.00

report1nq per1od? If yes, enter the date of the change in co1umn 2. (see instructions)
o " PR LT o 'y/N' )

- Date

74

‘1.00

2.00

3.00 -

00

.00

Has the provider terminated participation in the Medicare Program? If N
yes, enter in column 2 the date of termination and in column 3, "v" for
voluntary or "I" for involuntary.

Is the provider involved in business transactions, inctuding management N
contracts, with individuals or entities (e.g., chain home offices, dirug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, or family and other similar

.00

.00

relationships? (see imstructions)

YN

Type

. Date

.00

.00

: 1 00

F1nanc1a1 Data and REDOFtS

2,00

“33;00 :.

Column 1: were the financial statements prepared by a Cert1f1ed Pub11c N
Accountant? Column 2: 1If yes, enter "A" for Audited, "C" for Compiled,
or “R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

Are the cost report total expenses and total revenues different from N

.00

.00

those _on_the filed financial statements? If yes, submit reconciliation.

XY/

Legﬁ?;Oper

‘1.00

.00

.00
.00

.00

10.00

11.00

Approved Educat!ona? Activities

the legal operator of the program?

Are costs claimed for Allied Health Programs? If "Y" see instructions.

were nursing school and/or allied health programs approved and/or renewed during the
cost reporting peried? If yes, see instructions.

Are costs claimed for Intern-Resident programs claimed on the current cost report? If
yves, see instructions.

was an Intern-Resident program been initiated or renewed in the current cost reporting
period? If yes, see instructions.

Are GME cost directly assigned to cost centers other than I & R in an Approved

column 1: Are costs claimed for nursing schoo17 c01umn 2: If yes, is the provider is

Teaching Program on Worksheet A? If yes, see instructions.

10.
11.

.00

.00
.00

.00

00
00

12.
13.

14,

15,

00
[8]]

00

Bad Debts '

Is the prov1der seeking re1mbursement for bad debts? 1f yes, see instructions.

period? If yes, submit copy.

If Tine 12 is yes, did the provider's bad debt collection policy change during this cost reporting

If line 12 is yes, were patlent deduct1b1es and/or Co-payments wa1ved? If yes. see 1nstruct1ons

Bed Complement -

12,
13,

14,

15.

00
00

00

00

00 [D1d tota1 beds ava11ab1e change from the pr1or cost report1ng per1od? If yes. see 1nstruct1ons
: - ; S : s Part A

‘Date

._:aescr1pt10n

2. 00

16.

17.

18.

19.

20.

00

00

00

00

00

PS&R Data

was the cost report prepared using the PS&R Y
rReport only? If either column 1 or 3 is yes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

was the cost report prepared using the PS&R N
report for totals and the provider's records
for allocation? If either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

If 1ine 16 or 17 is yes, were adjustments N
made to PS&R Report data for additional
claims that have been billed but are not
included on the P5&R Report used to file
this cost report? If ves, see instructions.
If line 16 or 17 is yes, were adjustments N
made to PS&R Report data for corrections of
other PS&R Report informaticn? If yes, see
instructions,

If Tine 16 or 17 is yes, were adjustments N
made to PS&R Report data for Other? Describe
the other adjustments:

09/28/2012

MCRIF3Z - 3.2.135.0

16,

17.

18.

19.

20.

00

00

GO

o0

00




Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 174004 |period: worksheet s-2

from 07/01/2011 | Part II

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

Cmieilo ~ Part A -
‘pescription - -~ Y/N 7]t Date
R : L BT E g 100 1 7.00 o .
21.00 |was the cost report prepared oaly using the N 21.00
provider's records? If yes, see

instructions.

COMPLETEDR BY COST REIMBURSED ARD TEFRA HOSPITALS ONLY (EXCEPT CHILDRENS HOSPITALS)
Capital Related Cost
22.00 |Have assets been relifed for Med:care purposes7 If yes, see 1nstruct1ons

23.00 |Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost N 23.00
reporting peried? If yes, see instructions.

24.00 |were new leasaes and/or amendments to existing leases entered into during this cost reporting period? N 24.00
If yes, see instructions

25.00 |Have there been new capitalized leases entered into during the cost reporting period? If yes, see N 25.00
instructions,

26.00 |were assets subject to $ec.2314 of pEFRA acquired during the cost reporting period? If yes, see N 26.00
instructions.

27.00 [Has the provider's capitalization policy changed during the cost reporting period? If yes, submit N 27.00
copy.
Interest Expense o - - _ _

28.00 jwere new loans, mortgage agreements or 1etters of cred1t entered into dur1ng the cost reporting N 28.00
peried? If yes, see instructions.

29.00 ipid the provider have a funded depreciation account and/or bond funds (Debt Service Reserve Fund) N 29.00
treated as a funded depreciation account? If yes, see instructions

30.00 [Has existing debt been replaced prior to its scheduled maturity with new debt? If yes, see N 30.00
instructions.

31.00 (Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00

instructions.
pPurchased Services : : v :
32.00 {Have changes or new agreements occurred in patrent care services furnished through contractual N 32.00

arrangements with suppliers of services? If yes, see instructions.
33,00 {If 1ine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If N 33.00

no, see instructions.
Provider-gased Physicians L : N : . .
34.00 [Are services furmished at the prov1der fac111ty under an arrangement w1th prov1der based phys1c1an57 N 34.00

If yes, see instructions.
35.00 |Ef 1ine 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00

physi_cians during the cost reporting period? If yes, see instructiens.

TN pate
. T 2.00 -

Home Office ‘Costs s : ; e

36.00 (were home office costs c1a1med on the cost report7 Y 36.00

37.00 |If line 36 is yes, has a home office cost statement been prepared by the home office? Y 37.00
1f yes, see instructions.

38.00 [1f line 36 is yes , was the fiscal year end of the home office different from that of N 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.

39.00 |If Tine 36 is yes, did the provider render services to other chain components? If yes, Y 39.00
see instructions.

40.00 [If line 36 is yes, did the provider render services to the home office? If yes, see N 40.00
instructions.

Rt : 100 - CoTEpTE R o900 o T e

Cost. Report Preparer Contact’ Infarmataon - . : :

41.00 |Enter the first name, last name and the t1t1e/pos1t10n DAN MUFICH 41.00
held by the cost report preparer in columns 1, 2, and 3,
respectively.

42.00 |Enter the employer/company name of the cost report OSAWATOMIE AND RAINBOW 42.00
preparer.

43.00 |enter the telephone number and email address of the cost (913-755-7019 DAN . MUFICHAOSH . KS . GOV 43.00
report preparer in columns 1 and 2, respectively.

MCRIF3Z2 ~ 3.2.135.0



OSAWATOMIE STATE HOSPITAL

Health Financial Systems

HOSPITAL AND HOSPITAL HEALTH CARE RETMBURSEMENT QUESTIONNAIRE

Provider ccn: 174004

rerio workshest 5-2
From 07/01/2011 pPart 11

To  06/30/2012 | pate/Time Prepared

12/27/2012 8:

32

16.

17.

18.

19.

20.

21.

00

00

00

co

00

00

PS&R oata

Was the cost report prepared u51ng the PS&R Y
Report only? If either column 1 or 3 is yes,
anter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

was the cost report prepared using the PS&R N
report for totals and the provider's records
for allocation? If either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4, (see instructions)

If Tine 16 or 17 1is yes, were adjustments N
made to PS&R Report data for additional
claims that have been billed but are not
included on the P$S&R Report used to file
this cost report? If yes, see instructions.
If 1ine 16 or 17 is yes, were adjustments M
made to PS&R Report data for corrections of
other PS&R Report informaticn? If yes, see
instructions.

If Tine 16 or 17 is yes, were adjustments N
made to PS&R Report data for Other? Describe
the other adjustments:

was the cost report prepared only using the N
provider's records? if yes, see

09/28/2012

16.

17.

18.

19.

20.

21.

00

00

o0

o0

00

00

instructions.

3,00 .

41.

42,

43.

00

00
00

Cost.Report Preparer Contact Information -

gEnter the first name, last name and the title/position
held by the cost report preparer in columns 1, 2, and 3,
respectively,

gnter the employer/company name of the cost report
preparer.

gnter the telephone number and email address of the cost

report preparer in columns 1 and 2, respectively.

INTERIM FINANCE DIRECTOR

MCRIF3Z2 ~ 3.2.135.0

41.

42.

43.

00

00
00




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

VOLUNTARY CONTACT INFORMATION

Provider CCN: 174004 |Period: worksheet $-2
From 07/01/2011 | Part v

Non-CMS HFS Worksheet

To  06/30/2012 | bate/Time Prepared:

12/27/2012 8:32 am
Cost Report Preparer Contact Information. - B
1.00 {First Name 1.00
2.00 |Last Name 2.00
3.00 [Title 3.00
4.00 |Employer 4.00
5.00 |Phone Number 5.00
6.00 |E-mail Address 6.00
7.00 |Department 7.00
8.00 {Mailing Addiess 1 8.00
9.00 |Mailing Address 2 9.00
10.00 |city 10.00
11.00 |state 11,00
12.00 |zip 12,00
Officer or Administrator of pProvider Contact Information
13.00 IFirst Name DAN 13.00
14.00 jLast Name MUFICH 14.00
15.00 iTitle PROGRAM CONSULTANT 15.00
16.00 |Employer OSH 16.00
17.00 |Phone Number (913)755-7019 17.00
18.00 |E-mail Address DAN . MUFECHEOSH . KS . GOV 18.00
19.00 |pepartment 19,00
20.00 |Mailing Address 1 S00 STATE HOSPITAL DRIVE 20.00
21.00 |Mailing Address 2 21.00
22.00 {City OSAWATOMIE 22.00
23.00 |state KSj| 23.00
24.00 |zip 66064 24.00

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lie

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 174004 |Period: worksheet $-3
From 07/01/2011| Part I
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
..Cost Center Description . .-{ - worksheet A | No, of Beds .| .. Bed.Days CCAH Houps - - 0 T
e T e T e e e o 2,00 © 3,00 ¢ 4.00 o
1.00 jHospital Adults & Peds. (columns 5, 6, 7 and 30.00 176 64,416 0.00 1.00
8 exclude Swing Bed, Observation Bed and
Hospice days)
2,00 |8mo 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 [Hospital Aadults & peds. Swing Bed NF 6.00
7.00 |Total Adults and peds. (exclude observation 176 64,416 0.00 7.00
beds) (see instructions)
8.00 [INTENSIVE CARE UNIT 8.00
9.00 [CORONARY CARE UNIT 9.00
10.00 [BURN INTENSIVE CARE UNIT 10.00
11.00 {SURGICAL INTENSIVE CARE UNIT 11,00
12.00 [OTHER SPECIAL CARE (SPECIFY) 12,00
13.00 [NURSERY 13.00
14,00 {Total (see instructions) 176 64,416 0.00 14,00
15.00 [cAH visits 15.00
16.00 [SUBPROVIDER - IPF 16.00
17.00 [SUBPROVIDER - IRF 17.00
18.00 [SUBPROVIDER 18.00
19.00 {SKILLED NURSING FACILITY 44,00 0 0 19.00
20.00 |NURSING FACILITY 45,00, 0 [ 20.00
21.00 JOTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 101.00 22,00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24.00
25.00 [CMHC - CMHC 99.00 25.00
26,00 [RURAL HEALTH CLINIC 88.00 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 89.00 26.25
26,26 [FQHC II 89.01 26.26
26.27 [FQHC III 89.02 26.27
27.00 {Total (sum of lines 14-26) 176 27.00
28.00 [observation Bed Days 28.00
29.00 [Aambulance Trips 29.00
30.00 [Employee discount days (see instruction) 30.00
31.00 (Employes discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 [LTCH non-covered days 33.00

MCRIF3Z2 - 3.2.135.0




Health Financial Systems o o OSAWATOMIE STATE HOSPITAL In Lieu of Form CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 174004 |Period: worksheet S-3

From 07/01/2011 | part I

To  06/30/2012 | pate/Vime Prepared:
12/27/2012 8:32 am

- 'IfP pays / o/F visits / Trips
" gost Center Description: @ v STitle v, Title XvIII | Title XIx -} -Total all
: B SR AR o e patieits
v o I L : 5.00. - 6.00 : 700 ‘8.00 " :

1.00 |Hospital Adults & Peds. €columns 5, 6, 7 and 0 8,802 3,462 64,329 1.00

8 exclude swing Bed, Observation Bed and

Hospice days)
2.00 [HMO 0 0 2.00
3.00 |HMO IPF Subprovider 0 0 3.00
4.00 |HMO IRF Subprovider 0 0 4,00
5.00 [Hospital Adults & Peds, Swing Bed SNF [ 0 0 0 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 0 0 0 6.00
7.00 |Total Adults and Peds. (exclude observation 0 8,802 3,462 64,329 7.00

beds) (see instructions)
3.00 INTENSIVE CARE UNIT 8.00
9.00 |[CORONARY CARE UNIT 9.00
10.00 iBURN INTENSIVE CARE UNIT 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 1z2.00
13,00 |NURSERY 13.00
14.00 [Total (see instructions) L 8,802 3,467 64,329 14.00
15,00 [CAH visits 0 0 0 0 15.00
16.00 [SUBPROVIDER - IPF 16.00
17.00 [SUBPROVIDER - IRF 17.00
18.00 |[SUBPROVIDER 18.00
19,00 |SKILLED KURSING FACILITY Q 0] 0 0 19.00
20,00 |NURSING FACILITY 0 0 0 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 0 i} 0 0 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 {HOSPICE 24,00
25.00 [CMHC -~ CMHC 0 0 [ 0 25.00
26.00 |RURAL HEALTH CLINIC 0 0 0 0] 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0] 26.25
26.26 |FQHC 11 0 0 0 0 26.26
26.27 |FGHC IIX 0 0 0 0 26.27
27.00 [Total (sum of Vines 14-26) 27.00
28.00 (Observation Bed Days 0 1] 0 28.00
29.00 (Ambulance Trips 0 29.00
30.00 |Employee discount days (see instruction) 0 30.00
31.00 [Employee discount days - IRF 0 31.00
32.00 |Labor & delivery days (see instructions) 0 0 32.00
33.00 |LTCH non-covered days 0 33.00

MCRTIF32 - 3,2.135.0



Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In tieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 174004 |Period; worksheet s-3
From 07/01/2011 | Part I
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
_— -+-Ful). Time :Equivalents @ .. "] -Discharges e T
SO - Cost Center.Description . “{Total Interns }.Employees -On Nonpaid " Title v, 1 Title XvIII R
: L | & Residents | payroll workers s : SRRIEAY
NI T P R S LI 8.00 -1 10,00 11,00 12,00 - 13.00
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 0 463| 1.00
8 exclude swing Bed, Observation Bed and
Hospice days)
2.00 |HMO o 2.00
3.00 {HMO IPF Subprovider 3.00
4.00 |[HMO IRF Subprovider 4.00
5.00 [Hospital Adults & peds. Swing Bed SNF 5.00
6.00 [Hospital Adults & peds. Swing Bed NF 6.00
7.00 [Total Adults and Peds. (exclude observatien 7.00
beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9,00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 {SURGICAL INTENSIVE CARE UNIT 11.00
12,00 |OTHER SPECTAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) 0.00 396. 40 0.00 0 463| 14.00
15.00 |CAH visits -1 15.00
16.00 |SUBPRGVIDER - IPF 16.00
17,00 |SUBPRGVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 0.00 G.00 0.60 19.00
20.00 NURSING FACILITY 0.00 6.00 0.00 20.00
21.00 [OTHER LONG TERM CARE 21.00
22.00 {HOME HEALTH AGENCY 0.00 0.00 0.00 22.00
23,00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24,00 |HOSPICE 24.00
25.00 [CMHC - CMHC 0.00 0.00 0.00 25.00
26,00 |RURAL HEALTH CLINIC 0.00 0.00 0.00 26.00
26.25 |FERERALLY QUALIFIED HEALTH CENTER 0.00 0.00 0.00 26.25
26.26 |FQHC II 0.00 0.00 0.00 26.26
26.27 |FQHC TIIX 0.00 0.00 0.00 26.27
27.00 [Total (sum of lines 14-26) 0.00 396. 40 0.00 27.00
28.00 |observation Bed Days 28.00
29.00 [Ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30,900
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 3,2.135.0




Health Fipancial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 174004 (Period: worksheet S-3
From 07/01/2011 | Part I
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
e R - S ek bischarges.. ~ioo- Pen i T
«€ost Center Description. . oo la oTitde XEX o) Toral ATL
SR e R mp e A L S s
AR - . Goan ol 114,00 BEY I O 17 e DR . - : . S I P
1.00 i{Hospital Adults & peds. (columns 5, 6, 7 and 107 2,270 1.00
8 exclude swing Bed, Observation Bed and
Hospice days)
2,00 |HMO 2.00
3.0 [HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |[Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00
beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT g.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14,00 |Total (see instructions) 107 2,270 14.00
15.00 {CAH visits 15.00
16.00 }SUBPROVIDER - IPF 16.00
17.00 {SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19,00 [SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20,00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATCRY SURGICAL CENTER (D.P.) 23.00
24,00 |HOSPICE 24,00
25.00 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
26.26 |FQHC II 26.26
26.27 |FQHC IXIX 26.27
27.00 [Total (sum of T1ines 14-26) 27.00
28.00 |Observation Bed Days 28.00
29.00 |Aambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 [employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 [LTCH non-covered days 33.00

MCRIF32 -~ 3.2.135.0



Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form CM5-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 174004 |Period: worksheet A
From 07/01/2011
To0  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
L Costicenter pescription v ‘salaries [ o other . iToval: (col. 1jReclassificati| reclassified-[ ' .
TR T AR REESICT 4. c0l,02) | ons. (See: A-6) 1 Trial Balance | -
S e e (col. 3 += |
) SRR EIVISES I Dot ol &)
S 160 R o T K T R T T 5 00
GENERAL SERVICE 'COST CENTERS i Lo Cr o v
1.00 [00100]cAP REL COSTS-BLDG & FIXT 915,427 915,427 0 915,427 1.00
2,00 |00200/CAP REL COSTS-MVELE EQUIP 70,678 70,678 0 70,678 2.00
3.00 (00300, OTHER CAP REL COSTS 0 0 0 0l 3.00
4,00 00401 EMPLOYEE BENEFITS 151,481 6,702,320 6,853,801 0 6,853,801 4.00
5.00 [00500| ADMINISTRATIVE & GENERAL 1,872,694 519,250 2,391,944 0 2,391,944 5.00
6.00 [00600|MAINTENANCE & REPAIRS 769,843 475,952 1,245,795 0 1,245,795| 6.00
7.00 {00700(OPERATION OF PLANT 228,409 1,004,935 1,233,344 0 1,233,344 7.00
8.00 |[O0B00{LAUNDRY & LINEN SERVICE 86,922 29,881 116,803 0 116,803 8.00
9.00 |00900|HOUSEKEEPING 384,389 84,326 468,715 G 468,715 9.00
10.00 |01000| DIETARY 804,243 580,803 1,385,046 0 1,385,046 10,00
12.00 |01200| MAINTENANCE OF PERSONNEL 0 0 0 0 0f 12.00
13.00 |01300|NURSING ADMINISTRATION 760,139 136 760,275 0 760,275 13.00
14.00 |01400] CENTRAL SERVICES & SUPPLY 92,790 86,277, 179,067 0 179,067 14.00
16.00 {01600)MEDICAL RECORDS & LIBRARY 320,534 4,848 325,382 0] 325,382 16.00
INPATIENT ROUTINE SERVICE COST CENTERS : S : s . o
30.00 [03000|ADULTS & PEDIATRICS 10,377,694 463,041 10,840,735 ~324,930 10,515,805] 30.00
44,00 [04400|SKILLED NURSING FACILITY 0 0 0 0 0} 44.00
45.00 [04500|NURSING FACILITY 0 0 0 0 0] 45.00
IANCILLARY SERVICE COST. CENTERS o o L
54.00 (05400 RADICLOGY-DIAGNOSTIC 0 34,714 34,714 21,401 56,115] 54.00
60.00 |06000] LABORATORY 138,471 155,461 293,932 40,066 333,998| 60.00
66.00 |06600| PHYSICAL THERAPY 0 20,866 20,866 0 20,866| 66.00
69.00 106900] ELECTROCARDIOLOGY 0 1,879 1,879 8,008 9,887 69.00
71.00 07100 MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0} 71.00
73.00 (07300 PRUGS CHARGED TO PATIENTS 267,082 1,139,153 1,406,235 28,578 1,434,813] 73.00 .
75.00 {07500/ ASC_(NON-DISTINCT PART) 0 0 0 0 0 75.00
OUTPATIENT SERVICE : COST CENTERS - Lo ]
88.00 [08B00(RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
89.01 |08901!FQHC II 0 12,771 12,771 0 12,771] 89.01
89.02 |08%03| FQHC III 0 403,960 403,960 226,877 630,837| 89.02
90.00 |09000] CLINIC 0 1) 0 0 0| 90.00
91.00 {09100} EMERGENCY 0 1] 0 0] 0; 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART 92.00
99.00 {09900] cMHC ! 0 ol ol ol 0} 99.00
101.00{10100|HOME HEALTH AGENCY 0 0 4] 0 0y101.00
SPECIAL PURPOSE COST CENTERS L I
113.00 11300| INTEREST EXPENSE | 0 0 ol o[113.00
118.00, SUBTOTALS (SUM OF LINES 1-117) 16,254,691 12,706,678 28,961,369 0 28,961,369|113.00
NONREIMBURSABLE COST CENTERS ) : : e :
190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 5,975 0 5,975 0 5,.975(190.00
192, 00{ 19200 PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0192.00
193, 00: 19300 NONPAID WORKERS 0 0 0 0 0[193.00
194, 00{07950] OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 01194, 00
200. 00| TOTAL (SUM OF LINES 118-199) 16,260,666 12,706,678 28,967,344 0 28,967,344)200.00

MCRIF3Z2 - 3.2.135.0




Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form CM5-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 174004 (Period: worksheet A

From 07/01/2011
To  06/30/2012 | pate/Time Prepared:
X i 12/27/2012 8:32 am
©-Cost Center Description. mnore 1 CAdjustments. | Net EXpenses .- T
e e R e - o {See A-8) Jror Allocation
GENERAL ' SERVICE .COST-CENTERS . = s : R
1.00 |00100{CAP REL COSTS-BLDG & FIXT 0 915,427 1.00
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 0 70,678 2.00
3.00 [00300}0THER CAP REL COSTS 0 0 3.00
4,00 [00401 EMPLOYEE BENEFITS -1,754,308 5,099,495 4.00
5.00 00500 ADMINISTRATIVE & GENERAL -94,629 2,297,315 5.00
6.00 |00600|MAINTENANCE & REPAIRS -11,224 1,234,571 6.00
7.00 [00700{OPERATION OF PLANT 0 1,233,344 7.00
8.00 [00B00(LAUNDRY & LINEN SERVICE -13,196 103,607 8.00
9.00 00900 HOUSEKEEPING -7,047 461,668 .00
10.00 |01000|DIETARY -13,334 1,371,662 10.00
12.00 |01200{MATNTENANCE OF PERSONNEL 0 0 12.00
13.00 |01300] NURSING ADMENISTRATION 0 760,275 13.00
14,00 |01400] CENTRAL SERVICES & SUPPLY -28,834 150,233 14.00
16.00 101600, MEDICAL RECORDS & LTIBRARY -11,285 314,097 16.00
INPATIENT. ROUTINE SERVICE COST CENTERS =~ L
30,00 {03000/ ADULTS & PEDIATRICS -334,157 10,181,648 30.00
44,00 {04400(SKTLLED NURSING FACILITY i; 0] 44.00
45,00 [04500{NURSING FACTLITY 0 g 45.00
IANCILLARY  SERVICE COST CENTERS : : L
54,00 |05400{ RADIOLOGY-DIAGNOSTIC 0 56,115 54.00
60.00 |06000] LARBORATORY ~-12,202 321,796 60.00
66.00 |06600 PHYSICAL THERAPY 0 20, 866| 66.00
69.00 |06900| ELLECTROCARDICLOGY 0 9,887 69.00
71.00 [07100  MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 71.00
73.00 [07300{DRUGS CHARGED TO PATIENTS -22,395 1,412,418 73.00
75.00 07500/ ASC (NON-DISTINCT PART) 0 0 75.00
IOUTPATIENT SERVICE COST CENTERS. - Lo v
88.00 |08B0C{RURAL HEALTH CLINIC 0 0 88.00
89.00 |08200! FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
89.01 |08901: FQHC IT 0 12,771 89.01
89.02 |08903; FQHC IIT 0 630,837 89.02
90,00 [09000) CLINIC 0 0 90.00
91.00 (09100, EMERGENCY 0 0 91.00
92.00 {09200, 0BSERVATION BEDS (NON-DISTINCT PART 92.00
OTHER -REIMBYRSABLE- COST 'CENTERS . :.%" . S e T ez e :
99.00 {09900 CMHC | 0 or 99.00
101.00/10100| HOME HEALTH AGENCY 0 0 101.00
SPECIAL -PURPOSE COST CENTERS : i R T SR
113.00 11300] INTEREST EXPENSE | 0 ¢ 113.00
118.00 SUBTOTALS (SUM OF LINES 1—117) ~-2,302,659 26 658 710 118.00
NONREIMBURSABLE COST CENTERS : : S R I : :
190.00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 4] 5, 975 190.00
192.00[19200] PHYSICIANS ™ PRIVATE OFFICES 0 0 192.00
193.00/19300| NONPAID WORKERS 0 0 193.00
194.00/07950| OTHER NONREIMBURSABLE COST CENTERS 0 0 194.00
200.00 TOTAL (SUM OF LINES 118-199) -2,302,659 26,664,685 200.00

MCRIF32 - 3.2.135.0



Health Financial systems

OSAWATOMIE STATE HOSPITAL

In tieu of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCN: 174004

pPeriod:

From 07/01/2011

worksheet A-6

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
e R Increases e : R SR S
L Cest Center. S iuine o salary o other
o o200 v ] e n 3,00 . 5,00
A - OUTSIDE MEDICAL SERVICES ~~ 7 " omioiiew o
1.00 |abULTS & PEDIATRICS 30.00] 0 7,944 1.00
2.00 |RADIOLOGY-DIAGNOSTIC 54.00] 0 21,401 2.00
3.00 |LABORATORY 60.00 0 40,0866 3.00
4.00 |ELECTROCARDIOLOGY 69.00 0 8,008 4.00
5.00 |DRUGS CHARGED TO PATIENTS 73.00 0 28,578 5.00
6.00 |Qcrrr | 8902 0 226,877 6.00
TOTALS 0 332,874
500.00 |Grand Total: Increases 0 332,874 500.00

MCRIF32 - 3.2.135.0




Health financial Systems i OSAWATOMIE STATE HOSPITAL In Lieu of Form CMS-2552-10
RECLASSIFICATIONS provider CCN: 174004 (reriod: worksheet A-6

From 07/01/2011
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

L : Decreases - . 2 B
Cost _Center . Line & -0 Satary = - - "oWkst: A-7 Ref.
: 6.00 - L 7.00 - CUUBL00 T 210,00
A = OUTSIDE MEDICAL SERVICES Tl e S ]
1.00 |ADULTS & PEDIATRICS 30.00 0 332,874 0, 1.00
2.00 0.00 0 0 0 2.00
3.00 0.00 0 0 0 3.00
4.00 0.00 0 0 0 4,00
5.00 0.00 0 1] 0 5.00
600 | | o000 o, 0 9 6.00
TOTALS 0 332,874
500.00 [Grand Total: Decreases 0 332,874 500.00

MCRIF3Z - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lie

u of Form Cx5-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 174004 | Period: worksheet A-7
From 07/01/2011| Parts I-III
To 06/30/2012 | bate/Time Prepared:
12/27/2012 8:32 am
SRR : CIAcquisitions | O
:Beginning | . -Purchases- - Donation.. . Total " jDisposals-and
-]~ Balances | - * G0 B RN A _ 1 Retirements
L ST T ERCE 11500 2,00 4.00 ] "5.00
PART T - ANALYSIS OF CHANGES TN CAPLTAL ASSET BALANCES .- - - L s -
1.00 |Land 286,236 0 0 0 0 1.00
2.00 |[Land Improvements 1,234,543 vy [¥] [ D 2.00
3.00 (Buildings and Fixtures 32,441,797 0 0 0 0, 3.00
4.00 IBuilding Improvements 0 0 0 0 0; 4.00
5.00 i{Fixed Equipment 0 0 0 0 0 5.00
6.00 [Movable Equipment 2,434,007 0 0 0 -413,835} 6.00
7.00 |[HIT designated Assets 0 0 0 0 01 7.00
8.00 |subtotal (sum of lines 1-7) 36,396,583 0 0 0] -413,835! 8.00
9.00 |ReconciTing Items 0 0 0 1] 0| 9.00
10.00 |[Total €line & minus line 9) 36,396,583 0 0 0 -413,835| 10.00
s e ST LTI SR T SUMMARY OF CAPITAL o T R B
Costi Center Description pepreciation.] ~--Lease .. | . Interest - iInsurance {seel Taxes (see .| °
i o . : g e e e b o ey instructions) | instructionsy -
Cn : : Lo 9,00 SUTIR0.00 13000000 - 12,00 s o
PART  I1.- RECONCILTATION OF AMOUNTS FROM WORKSHEET ‘Aj COLUMN-2,-LINES 1 and. 2 - o
1.00 |{CAP REL COSTS-BLDG & FIXT 915,427 0 0 0 o[ 1.00
2,00 |CAP REL COSTS-MVBLE EQUIP 70,678 0 0 0 ol 2.00
3,00 {Total (sum of lines 1-2) 986,105 0 0 0 o] 3.00
e HCOMPUTATION OF -RATIOS - ' i |ALLOCATION OF B IS
: e TN Sl e b e L OTHER. CAPETAL _
.Cost :Center Description Gross ‘Assets | capitalized ] Gross-Assets-| -Ratio (see insurance i}
R s T T REENE ‘Leases. Lo} ZFor Ratio .| instructions) HERER
T ol - col]n - e
iy el
T ST 1.00 e300 4.00 5.00 -
PART ‘IIT.~ RECONCILIATION OF CAPITAL COSTS CENTERS —~ S T
1.00 |CAP REL COSTS-BLDG & FIXT 32,441,797 0 32,441,797 0.891268 0] 1.00
2.00 {CAP REL COSTS-MVBLE EQUIP 3,957,786 0 3,957,786 0.108732 0] 2.00
3.00 iTotal (sum of Tines 1-2) 36,399,583 0 36,399,583 1.000000, 0| 3.c0

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form CMS$-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Providar CCN: 174004

Period:
Frem 07/01/2011
To  06/30/2012

worksheet A-7
Parts I-ITX

pate/Time Prepared:

3

12/27/2012 8:32

am |

- Ending Balancel- i Fully:
) S pepreciated
oo Assets -
6 00 700
PART I .- ANALYSIS .OF CHANGES IN CAPITAL ASSET BALANCES - s .
1.60 |[Land 286,236 0 1.00
2.00 ([Land Improvements 1,234,543 1) 2.00
3.00 |Buildings and Fixtures 32,441,797 0] 3.00
4.00 |Building Improvements 0 0] 4.00
5.00 [Fixed Equipment 0 0, 5.00
6.00 _Movable Equipment 2,847,842 0 6.00
7.00 {HIT designated Assets 0 0 7.00
8.00 |[subtotal (sum of lines 1-7) 36,810,418 0 8.00
9.00 [Reconciling Items 0 0 9.00
10. OG Total (line 8 minus line 9) 36,810,418 0 10.

Cost Center.Descri })t'l GR

SUMW\RY OF CAPITAL '_ S

. “other . 'Totai (1) (sumx
_Kapital- Re1ate
4 d Costs (see.

of co1s

instructions}
i ) ‘14, 00 - AR
PART 11 = RECONCILIATION-OF-AMOUNIS FROM WORKSHEET A COLUMN 2 LINES 1 a'nd 2
1.00 |CAP REL COSTS-BLDG & FIXT 0 915,427 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 0 70,678 2.00
3.00 jrotal (sum of lines 1-2) 0 986 105 _3.00
: [ LCAPITAL
Taxes_'f} i Depr§;1at10n Lease
. through 7) :
; ; 6 00 : 38 00 -5,00 10.400
PART "III: = RECONCILIATION OF CAPITAL COSTS CENTERS B ) -
1.00 |CAP REL COSTS-BLDG & FIXT 0 915,427 0] 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 0] 70,678 0| 2.00
3.00 |[TotaT (sum of Tines 1-2) 0, 986,105 0| 3.00

MCRIF32 - 3.2.135.0¢




Health Financial Systems
RECONCILTATION OF CAPITAL COSTS CENTERS

OSAWATOMIE STATE HOSPITAL

In_Ljeu of Form CM5-2552-10
Provider CCN: 174004 |Period: worksheet A-7
From 07/01/2011 | Parts I-III
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
i SUMMARY , OF -CAPITAL PR T '
Cost center Peséription . Interest [insurance .(see| Taxes (see. . Other ' Total (2) (sum
Sl e A e . .. linstructions) jinstructions) Kapital-relate| of ‘cols. 9 -
- s : | d: Costs - (see -1 - through 14)
: o qinstructions)i U
: ST L 11.00 12,00 7+13.00 000 014,00 15.00 L
PART.III - RECONCILIATION OF CAPITAL 'COSTS.CENTERS o R R L
1.00 |CAP REL COSTS-BLDG & FIXT 0 0 0 0 915,427 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 0 0 0 0 70,678] 2.00
3.00 |Total (sum of lines 1-2) 0 0 0 0 986,105] 3.00

MCREF3Z2 - 3.2.135.0




Health Financial Systems o OSAWATOMIE STATE HOSPITAL In Lieu of Form CM$-2552-10
ADJUSTMENTS TO EXPENSES Provider CCh: 174004 |Period: worksheet A-8

From 07/01/2011
To 06/30/2012 | pate/Time Prepared:

12/27/2012 B:32 am _
: . Expense.Classification on Worksheet A % =
To/From Which: the Amount. is to be Adjusted
Cost.Center Description - v lcmasis/code (2) Amount: : “Cost center . o] T Ane #
ST e : 1000 2.00 Lo 3,000 -0 4,00 4
1.00 |Investment income - CAP REL COSTS-BLDG & OCAP REL COSTS-BLDG & FIXT 1.00 1.00
FIXT (chapter 2)
2.00 |Investment income - CAP REL COSTS-MVBLE 0CAP REL COSTS-MVBLE EQUIP 2.00| 2.00
EQUIP {chapter 2)
3.00 [Investment income - other (chapter 2) 1] 0.00] 3.00
4.00 |Trade, quantity, and time discounts (chapter B ~1,030ADMINISTRATIVE & GENERAL 5.00f 4.00
8)
5.00 [Refunds and rebates of expenses (chapter 8) 0] 0.00; 5.00
6.00 {Rental of provider space by suppliers 0, 0.00] 6.00
(chapter 8)
7.00 [Telephone services {pay stations excluded) Q 0.00] 7.00
(chapter 21)
8.00 |Television and radio service {chapter 21} 0 0.00( 8.00
9,00 |pParking lot (chapter 21} 0 0.00| 9.00
10.00 |Provider-based physician adjustment A-8-2 -280,933 16.00
11.00 |sale of scrap, waste, etc. (chapter 23) B -10, 486 ADMINTISTRATIVE & GENERAL 5.00f 11.00
12.00 |Related organization transactions (chapter A-8-1 169,870 12.00
10
13.00 [taundry and Tinen service 0 0.00| 13.00
14,00 |cafeteria-employees and guests B -1, 308 DIETARY 10.00| 14.00
15.00 |Rental of quarters to employee and others 0 0.00| 15.00
16.00 |sale of medical and surgical supplies to 0 0.00| 16.00
other than patients
17.00 |sale of drugs to other than patients 0 0.00| 17.00
18.00 Isale of medical records and abstracts B ~4,051MEDICAL RECORDS & LIBRARY 16.00| 18.00
19.00 Nursing school (tuition, fees, books, etc.) 0 0.00; 19.00
20.00 jvending machines 0 0.00! 20.00
21.00 {Income from imposition of interest, finance 0] 0.00} 21.00
or penalty charges (chapter 21)
22.00 |[Interest expense on Medicare overpayments 0 0.00| 22.00
and borrowings to repay Medicare
overpayments
23.00 |Adjustment for respiratory therapy costs in A-8-3 Of*** Cost Center Deletad *** 65.00] 23.00
excess of Timitation (chapter 14)
24.00 |Adjustment for physical therapy costs in A-8-3 Q|PHYSICAL THERAPY 66.00| 24.00
excess of Timitation (chapter 14)
25.00 jutilization review - physicians' 0f#=* Cost Center Deleted *** 114.00] 25.00
compensation (chapter 21)
26.00 |pepreciation - CAP REL COSTS-BLDG & FIXT Ol(AF' REL COSTS-BLDG & FIXT 1.00) 26.00
27.00 |pepreciation - CAP REL COSTS-MVBLE EQUIP 0CAP REL COSTS-MVBLE EQUIP 2.00| 27.00
28.00 |Non-physician Anesthetist 0]*** Cost Center Deleted #*#¥ 19.00| 28.00
29.00 |physicians® assistant 0 0.00| 29.00
30.00 |Adjustment for occupational therapy costs in A-8-3 Oi** Cost Center Deleted *#% 67.00| 30.00
excess of Timitation (chapter 14)
31.00 Adjustment for speech pathology costs in A-8-3 OfF** Cost Center beleted *#** 68.00} 31.00
excess of Timitation (chapter 14)
32.00 |CAH HIT Adjustment for Depreciation and 0, 0.00} 32.00
Interest
33.00 |OTHER ADJIUSTMENTS (SPECIFY) (3) v 0.00] 33.00
34.03 [PY VACATION ACCRUAL A -1,000,078EMPLOYEE BENEFITS 4,00 34.03
34.04 [PY SALARY ACCRUAL A —2,?30,8?6IEMPLOYEE BENEFITS 4.00| 34.04
34.06 |CY VACATION ACCRUAL A 873, 794{EMPLOYEE BENEFITS 4,00| 34.06
34.07 |CY SALARY ACCRUAL A 1,339,435/EMPLOYEE BENEFITS 4.00| 34.07
34.08 |PY COMP TIME A -24,407|EMPLOYEE BENEFITS 4.00| 34.08
34.09 {PY HOLIDAY ACCRUAL A -150,792|EMPLOYEE BENEFITS 4.00| 34.09
34.10 |CY COMP TIME ACCRUAL A 18, 694|EMPLOYEE BENEFITS 4.00} 34.10
34.11 [CY HOLIDAY ACCRUAL A 100,47 2[EMPLOYEE BENEFITS 4.00] 34.11
34.12 [LAUNDRY COSTS FROM 17-4010 A ~13,196LAUNDRY & LINEN SERVICE 8.00] 34.12
34.13 [LAUNDRY COSTS TRANSFERRED TO 17-4010 A ~6,388|EMPLOYEE BENEFITS 4.00( 34.13
34,14 [OTHER COSTS TRANSFERRED FO 17-4010 A ~9.693IEMPL0YEE BENEFITS 4.00( 34.14
34.15 |OTHER COSTS TRANSFERRED FO 17-4010 A ~-205,083(EMPLOYEE BENEFITS 4.00( 34.15
34.16 {OTHER COSTS TRANSFERRED TO 17-4010 A ~252 ,983ADMINISTRATIVE & GENERAL 5.00( 34.16
34,17 [OTHER COSTS TRANSFERRED TO 17-4010 A -11, 224 MAINTENANCE & REPAIRS 6.00] 34.17
34.18 (OTHER COSTS TRANSFERRED TO 17-4010 A -7 ,047HOUSEKEEPING 9.00} 34.18
34.19 ;OTHER COSTS TRANSFERRED TO 17-4010 A ~-12,076DIETARY 10.00: 34.19
34.20 {OTHER COSTS TRANSFERRED TO 17-4010 A r28,834FCENTRAL SERVICES & SUPPLY 14.00} 34.20
34,21 [OTHER COSTS TRANSFERRED TO 17-4010 A ~7,234LV1EDICAL RECORDS & LIBRARY 16,007 34.21
34.22 [OTHER COSTS TRANSFERRED TO 17-4010 A 463,2201 DULTS & PEDIATRICS 30.00; 34.22
34.23 [OTHER COSTS TRANSFERRED TO 17-4010 A "IZ.ZOZ(EABORATDRY 60,00 34.23
34,24 |OTHER COSTS TRANSFERRED TO 17-4010 A ~-22,395DRUGS CHARGED TO PATIENTS 73.00| 34.24

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form CM§-2552-10

ADJUSTMENTS TO EXPENSES Provider CCN: 174004 |Period: worksheat A-8
From 07/01/2011
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am _
“Expanse Classification on Worksheet A
To/From which ‘the Amount is to.be Adjusted
. Cost Center.Description -Basis/Code: (2)] : L Cost Center iing #
T - O N T T T 5700 - —4.00 .
34.25 [COSTS TRANSFERRED FROM 17-4010 A 109,996 ADULTS & PEDIATRICS 30.00| 34.25
34.26 |COSTS TRANSFERRED FROM 17-4010 A 40, 616,EMPLOYEE BENEFITS 4.00| 34.26
50.00 |TOTAL (sum of lines 1 thru 49) (Transfer to -2,302,659 50.00
worksheet A, column 6, Tine 200.)

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPETAL

In Lieu of Form €M§5-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 174004

period:
From 07/01/2011
To  06/30/2012

worksheet A-8

pate/Time Prepared:

12/27/2012 8:32 am

cost-Center Description ™ . . T Mkst. A-7 ‘Ref,
S AP S e T O ST - : R0
Investment income - CAP REL COSTS~BLDG & 0 1.00
FIXT (chapter 2)
2.00 [Investment income - CAP REL COSTS-MVBLE 0] 2.00
EQUIP (chapter 2)
3.00 [investment income - other {(chapter 2) 0 3.00
4,00 |Trade, quantity, and time discounts (chapter 0 4.00
8)
5.00 |Refunds and rebates of expenses (chapter 8) 0 5.00
6.00 |Rental of provider space by suppliers 0 6.00
(chapter 8)
7.00 [Telephone services (pay stations excluded) 0 7.00
(chapter 21)
8.00 |Television and radio service (chapter 21) ¢} 8.00
9.00 jprarking lot (chapter 21) 0 9.00
10.00 |Provider-based physician adjustment 0 10.00
11.00 |sale of scrap, waste, etc. (chapter 23) 0 11,00
12.00 |related organization transactions (chapter 0 12,00
10)
13.00 |Laundry and 1inen service 0 13.00
14.00 |Cafeteria-emplioyees and guests g 14.00
15.00 |Rental of quarters to employee and others Q 15.00
16.00 [sale of medical and surgical supplies to 0, 16.00
other than patients
17.00 |sale of drugs to other than patients 0 17.00
18.00 {sate of medical records and abstracts 0 18.00
19.00 (Nursing school (tuition, fees, books, etc.) 0 19.00
20.00 ivending machines 0 20.00
21.00 [Income from imposition of interest, finance 0 21.00
or penalty charges {chapter 21)
22.00 |Interest expense on Medicare overpayments 0 22.00
and borrowings to repay Medicare
overpayments
23.00 jAdjustment for respiratory therapy costs in 23.00
excess of limitation (chapter 14)
24.00 |Adjustment for physical therapy costs in 24.00
excess of Timitation (chapter 14)
25.00 |utiltization review - physicians' 25.00
compensation (chapter 21)
26.00 ipepreciation - CAP REL COSTS-BLDG & FIXT 0] 26.00
27.00 :Depreciation - CAP REL COSTS-MVBLE EQUIP 0 27.00
28.00 iNon-physician Anesthetist 28.00
29,00 |Physicians® assistant 0 29.00
30.00 |adjustment for occupational therapy costs in 30.00
excess of limitation (chapter 14)
31.00 (Adjustment for speech pathology costs in 31.00
excess of limitation (chapter 14)
32.00 |CAH HIT Adjustment for pepreciation and 0 32.00
Interast
33.00 |OTHER ADJIUSTMENTS (SPECIFY) (3) 0 33.00
34.03 [PY VACATION ACCRUAL 0 34.03
34.04 [PY SALARY ACCRUAL 0 34,04
34.06 |CY VACATION ACCRUAL 0 34.06
34.07 [CY SALARY ACCRUAL 0 34,07
34,08 [PY COMP TIME 0 34.08
34,09 {PY HOLIDAY ACCRUAL 0 34,09
34.10 [Cy COMP TIME ACCRUAL 0 34.10
34.11 |CY HOLIDAY ACCRUAL 0 34.11
34,12 |LAUNDRY COSTS FROM 17-4010 0] 34.12
34,13 |LAUNDRY COSTS TRANSFERRED T¢ 17-4010 0 34.13
34,14 |OTHER COSTS TRANSFERRED TO 17-4010 0 34.14
34,15 |OTHER COSTS TRANSFERRED TO 17-4010 0 34.15
34,16 |OTHER COSTS TRANSFERRED TO 17-4010 0 34.16
34.17 |OTHER COSTS TRANSFERRED TO 17-4010 0 34.17
34.18 |OTHER COSTS TRANSFERRED TO 17-4010 0 34.18
34,19 |OTHER COSTS TRANSFERRED TO 17-4010 0 34,19
34,20 {OTHER COSTS TRANSFERRED TO 17-4010 0 34,20
34,21 (OFHER COSTS TRANSFERRED TO 17-4010 0 34,21
34.22 {OTHER COSTS TRANSFERRED TO 17-4010 0 34,22
34.23 [OTHER COSTS TRANSFERRED TO 17-4010 0 34,23
34.24 |OTHER COSTS TRANSFERRED TO 17-4010 0 34,24
3425 |COSTS TRANSFERRED FROM 17-4010 0 34,25
34.26 | COSTS TRANSFERRED FROM 17-4010 0 34.26
50.00 |TotaL (sum of Yines 1 thru 49) (Transfer to 50.00
worksheet A, column 6, Tine 200.)
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Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form cM5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 174004 |Period: worksheat A-8-1
OFFICE COSTS From 07/01/2011 .
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

1 iine Nd.”f"};fi':*'-cost Center - E.":_.Lg: Expense Items
; i R 5 ; i 2106 T J2.000 .°3.00.
A, COSTS. INCURRQD AND AﬂJUSTHENTS REQUIRED AS A RESULT OF TRANSACTIONS WITH RELhTED_ORGANIZATIONS OR CLAIMED

HOME OFFICE COS$TS: L L . - .
1.00 S.OOADHINISTRATIVE & GENERAL ADMIN EXP 1.00
2.00 5. 00ADMINISTRATIVE & GENERAL MALPRACTICE INS 2.00
3.00 5.00ADMINISTRATIVE & GENERAL SRS HOME OFFICE 3.00
4.00 0.00 4.00
5.00 |TOTALS (sum of tines 1-4). Transfer column 5.00

6, 1ine 5 to Worksheet A-8, column 2, line

12,

* The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to wWorksheet A, column 6, lines as
appropriate. Positive amounts increase cost and negative amounts decrease cost. for related organization or home office cost

which has not been posted to worksheet A, columns 1 and/or 2, the amount allowable should be indicated in column 4 of th1s part.
B el s T e e T e symbol (1) - _'f'{f{f"-;jNameh : : Percentage of R
: '- - ‘ownership
100 - T 77200 300 ¢

iB. "'INTERRELATIONSHIP TO. RELATED ORGAHIZATION(S) AND/OR HOME ' OFFICE' ) )
The Secretary, by virtue of the authority granted under section 1814(b) (1) of the Social Security Act, reqguires that you furnish
the information requested umder pPart B of this worksheet.

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
control represent reasohable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursenent under title XVIII. o

6.00 ) G KS DEPT OF ADMI 0.00 6.00

7.00 G SRS HOSPITAL AD 0.00 7.00

8.00 0.00 8.00

9,00 0.00 9.00

1¢.00 0.00 10.00

100.00;G. other (fimancial or non-financial) 100.00
specify:

(1) use the fotlowing symbols to indicate interrelationship to related organizations:

Individual has financial interest {stockholder, partner, etc.) in both related organization and in provider.

Corporation, partnership, or other crganization has fimancial interest in provider,

provider has financial interest in corporation, partnership, or other organization.

pirector, officer, administrator, or key person of provider or relative of such person has financial interest in related
organlzat1on

£. Individual is director, officer, administrator, or key person of provider and related organization.

F. Director, officer, administrator, or key person of retated organization or relative of such person has financial interest in

provider,

th:-

MCRIF32 - 3.2.135.0




OSAWATOMIE STATE HOSPITAL s Lie

y of Form CMS-2552-10

OFFICE COSTS

OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME

Pariod:
From 07/01/2011
To  06/30/2012

Provider CCN: 174004

worksheet A-8-

1

Date/Time Prepared:

T amount of [ Amount i} Net il Wkst. A-7 Ref.
j,A?]ow_ le Cost| Included tin. Ad]ustments Lo omon
: 'Mks. A; column (col. 4 minus
: A R col.: 5)* s
4,00 55.00° “6,00.00 " 7 00

12/27/2012 8.

32 am _

HOME QFFICE-COSTS:

A COSTS INCURRED AND ADJUSTMENTS REQUIRED AS A RESULT OF

TRANSACI’IONS WI‘FH RELATED bRGANIZATIONS OR CLAIMED

1.00 33 941 0 33.941 0 1.00
2.00 36,337 0 36,337 0 2,00
3.00 99,592 0 99,592 0 3.00
4.00 0 0 0 0 4.00
5.00 |TOTALS (sum of lines 1-4). Transfer column 169,870 0 169,870 5.00
6, Tine 5 to worksheet A-8, column 2, line
12,
* The amounts on lines 1-4 (and subscripts as appropr1ate) are transferred in detail to wWorksheet A, column 6 iines as
appropriate. pPositive amounts increase cost and negative amounts decrease cost., For related organ1zat1on or home office cost

which has not been posted to worksheet A, columns 1

and/or 2, the amount atlowable should be indicated in co]umn 4 of th1s
Re1ated organization(s) and/or Home office :

. ‘3-ﬁame_' “TPercentage .of
- owneérship
4 [ : -5;00 - 6 00

part.

EB. INTERRELATIONSHIP T0° RELATED ORGANIZATION(S) AND/OR HOME OFFICE:

The Secretary, by virtue of the authority granted under section 1814(b)(1) of the Social Security Act, requires that you furnish
the information reguested under part B of this worksheet,

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or

control represent reasonable costs as determined under section 1861 of the Social Security Act.

If you do not provide all

part of the request information, the cest report is considered incomplete and not acceptable for purposes of claiming

or any

refmbursement under title XVIII.

6.00 KS DEPT OF ADMI 0. 00 6.00
7.00 SRS HOSPITAL AD 0. 00 7.00
8.00 0. 00, 8.00
9.00 0.00, 9.00
10,00 0.00 10.00
100.00/G., other (financial or non-financial) 100.00

specify:
(1) Use the following symbols to 1nd1cate 1nterre1at1onsh1p to related organ1zat1ons
A. Individual has financial interest {stockholder, partner, etc.) in both related organization and in provider.
8. Corporation, partnership, or other organization has financial interest in provider.
¢. provider has financial interest in corporation, partnership, or other organization.
p. Director, officer, administrator, or key person of provider or relative of such person has financial interest in related
organization.
E. individual is director, officer, administrator, or key person of provider and related organization.

of related organization or relative of such person has financial interast in

F. Director, officer, administrator, or key person
provider.
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Health Financial Systems

PROVIDER BASED PHYSICIAN ADJUSTMENT

GSAWATOMIE STATE HOSPITAL

Provider CCN: 174004

In Lie

| of Form CM$-2552-10

Period:
From 07/01/2011
To  06/30/2012

worksheet A-8-2

12/27/2012 8:32 am
o Wkst. ‘A Line # " Cost Center/Physician :“-Tetal: o | Professional :
o Sl i Identifier 1 Remuneration | - Component
S 10000 2.00 - 3.00° - 4.00 - |
1.00 IADULTS & PEDIATRICS 1,657,504 280,933
2.00 0.00
3.00 0.00 0 0
4,00 0.00 0 0
5.00 0.00 0 0
6.00 0.00 0 0
7.00 0.00 0 0
B.00 0.00 0 0
9,00 0.00 0 0
10.00 0.00 0] 0
200.00 1,657,504 280,933

MCRIF32 - 3.2.135.0
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Health Financial Systems N o OSAWATOMIE STATE HOSPITAL In Lieu of Form €Ms-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 174004 |[Period: worksheet A-8-2

EFrem 07/01/2011
To  06/30/2012 | Date/Time Prepared:
12/27/2012 8:32 am

“provider RCE.-Amount - Physician/Provunadjusted Reel 5-percent of
“‘Component Sl opider Component] o Limit - {Unadjusted RCE
ST e CUHOURS, LLimit o

3,00 0 06,00 S 00 §.00 - <. 9.00

1,376,571 154,100 20,008 1,488,991 74,450 1.00
0 0 2.00

0 0 0 0 0} 3.00

0 0 0 0 0 4.00

0 0 0 0 0} 5.00

0 0 0 0 0! 6.00

0 0 8] 0 o 7.00

0 0 4] 0 o 8.00

\] 0 o] 0 o 9.00

v 0 0 0 0| 10.00
1,376,571 20,098 1,488,991 74,450|200.00

MCRIF32 - 3.2.135.0



Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form €CMS5-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 174004 |Period: worksheet A-8-2
From 07/01/2011
To 06/30/2012 | Date/Time Prepared:
12/27/2012 8:32 am

Lo ocostoof ] o pravider s physician Cost] - provider | Adjusted RCE B
" .{Memberships. &|.Component . -jof Malpractice; - Component. timit s
] -continuing :|share of col.] : Insurance:|Share of col. o
Education 12 - : R 14 s
12.00 13.00 14.00 15.00 - - 16.00 :
1.00 0 v 36,337 30,178 1,519,169 1.00
2.00 0 0 0 0 0] 2.00
3.00 0 0 0 0 0 3.00
4.00 0 0 0 0] 0] 4.00
5.00 0 0 0 0 ol 5.00
6.00 0 0 0 0 ol 6.00
7.00 0 0 0 0 0| 7.00
8.00 0 0 0 0 0| 8.00
9.00 0 0 v, 0 ol 9.00
10.00 0 0 0 0 0| 10.00
200.00] v; 0 36,337 30,178 1,519,169{200.00

MCRIF32 - 3.2.135.0




Health financial Systems

PROVIDER BASED PHYSICIAN ADJUSTMENT

 OSAWATOMTE STATE HOSPITAL

In Lieu of Form CM5-2552-10

Provider CCN: 174004

Period:
From 07/01/2011
To  06/30/2012

wWorksheet A-8-2

Date/Time Prepared:

12/27/2012 8:32 am

T RN RCE L Adjustment. : o e
R - pisallowance | ' - o L o ' B

o C17.00 ] "18.00 .

1.00 0 280,933 1.00
2.00 0 ¢ 2.00
3.00 0 0 3.00
4,00 0 0 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 0 0 10.00
200.00 0 280,933 200.00

MCRIF32 - 3.2.135.0




Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form CMS$-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 174004 | Period: worksheet B
Frem 07/01/2011 | pPart 1

To  06/30/2012 | pate/Time Prepared:

12/27/2012 8:32 am
il 7. CAPTTAL RELATED.COSTS .. | PR P :
.07 Cost Center Description . o ‘i Net:Expenses | “BLDG & FIXT | WMVBLE EQUIP | EMPLOYEE .1 ~subtotal -
DL T ) . ";‘fO!‘< Cost ] : : . BENEFITS 2 :
i “Allocation . - .
(fromwkst A
ol D ! L
L e R R 1.00 2,00 ¢ i 4.00 ) LN
GENERAL SERVICE COST CENTERS . : [ - S B [T
1.00 ([00100;CcaP REL COSTS-BLDG & FIXT 915,427 915,427 1.00
2.00 00200/ caP REL COSTS-MVBLE EQUIP 70,678 70,678 2.00
4,00 |00401i EMPLOYEE BENEFITS 5,099,485 25,183 1,944 5,126,622 4,00
5.00 (00500 ADMINISTRATIVE & GENERAL 2,297,315 175,281 13,533 595,970 3,082,099 5.00
6.00 (00600 MAINTENANCE & REPAIRS 1,234,571 78,550 6,065 244,998 1,564,182 6.00
7.00 [00700|0PERATION OF PLANT 1,233,344 65,135 5,029 72,689 1,376,197 7.00
8.00 [00800|LAUNDRY & LINEN SERVICE 103,607 ) 28,921 2,233 27,662 162,423 8.00
9.00 |{00900|HOUSEKEEPING 461,668 5,541 428 122,329 589,966 9.00
10.00 |01000{DIETARY 1,371,662 36,139 2,790 255,944 1,666,535| 10.00
12.00 |01200|MAINTENANCE OF PERSONNEL 0 61,658 4, 760] 0 66,418| 12.00
13.00 |O1300]NURSING ADMINISTRATION 760,275 657, 51 241,908 1,002,891} 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 150,233 28,013 2,163 29,530 209,939| 14.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 314,097 18, 386 1,420 102,007 435,910 16.00
INPATIENT ROUTINE SERVICE COST CENTERS L T B L L E
30.00 |03000{ADULTS & PEDIATRICS 10,181,648 305,863 23,614 3,302,622 13,813,747 30.00
44,00 [04400(SKILLED NURSING FACILITY 0 0 0 0] 0| 44.00
45.00 |04500|NURSING FACILITY 0 0 0 0] 0| 45.00
ANCILLARY SERV]fCE COST CENTERS . R T B R F
54.00 (05400} RADIOLOGY-DIAGNOSTIC 56,115 2,786 215 0 59,116 54.00
60,00 |06000! LABORATORY 321,796 1,940 150 44,067 367,953| 60.00
66,00 |06600] PHYSICAL THERAPY 20, 866 2,936 227 0 24,029| 66.00
69.00 |06900] ELECTROCARDIOLOGY 9,887 1,153 89 0 11,129] 69.00
71.00 107100 MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0! 71.00
73.00 {07300 DRUGS CHARGED TO PATIENTS 1,412,418 3,598 278 84,997 1,501,291} 73.00
75.00 [07500{ASC (NON-DISTINCT PART) 0] 0 0 0 0} 75.00
OUTPATIENT SERVICE COST CENTERS: B e e S - S
88.00 {08B00|RURAL HEALTH CLINIC 0 0 0 0 0i 88.00
89.00 |08900( FEDERALLY QUALIFIED HEALTH CENTER v; 0 0 0 0| 89.00
89.01 |08901) FQHC II 12,771 1,327 162 0 14,200| 89.01
89.02 |08903| FQHC IIL 630,837 0 0 o} 630,837 39.02
90.00 |09000] CLINIC 0 0 0 0 0| 90.00
91.00 |09100] EMERGENCY 0 0 0 0 0] 91.00
92.00 [09200]OBSERVATION BEDS (NON-DISTINCT PART ] i i i 0] 92.00
OTHER REIMBURSABLE COST CENTERS . = = 7 o o — e
99.00 [09900] CMHC 0 01 Oi 0} 99.00
101, 00{10100{ HOME HEALTH AGENCY 4] 0 0 0 001,00
SPECIAL PURPOSE COST CENTERS o S CEEL L : BRI :
113, 00[11300[ INTEREST EXPENSE | | 113,00
118.00 SUBTOTALS (SUM OF LINES 1-117) 26,658,710 843,067 65,091 5,124,721 26,578,862(118.00
NONREIMBURSABLE COST CENTERS. s o . I : L :
190.00{19000; GIFT, FLOWER, COFFEE SHOP & CANTEEN 5,975 5,300 410 1,901 13,595/190.00
192.00119200] PHYSICIANS' PRIVATE OFFICES [ 20,488 1,582 0 22,070(192.00
193.00119300] NONPAID WORKERS 0 35,175 2,716 0 37,891[193.00
194, 00{07950 OTHER NONREIMBURSABLE COST CENTERS 0 11,388 879 0 12,267|194.00
200,00 Cross Foot Adjustments 01200.00
201.00 Negative Cost Centers 0 0 0 0201.00
20200 TOTAL (sum 1ines 118-201) 26,664,685 915,427 70,678 5,126,622 26,664,685202.00

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In tieu of Form (M§5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS pProvider CCN: 174004 |(pPeriod: worksheet B
From 07/01/2011 | Part ¥
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am _
~;Cost Center Description “ADMINISTRATIVE| MATNTENANCE & ] OPERATION OF |~ LAUNDRY & | HOUSEKEEPING | . - ;
e & GENERAL |- 'REPAIRS - L PLANT LINEN SERVICE| .~~~ '~
B e . 5.00 06,00 7.00 : 800 - 9,00 4
GENERAL ‘SERVICE COSY CENTERS - 1- S [
1.00 {00100, CAP REL COSTS-BLDG & FIXT 1.00
2,00 [00200|CAP REL COSTS-MVBLE EQUIfP 2.00
4.00 00401 EMPLOYEE BENEFITS 4,00
5.00 [00500{ADMINISTRATIVE & GENERAL 3,082,099 5.00
6.00 |00600]MAINTENANCE & REPAIRS 204,429 1,768,611 6.00
7.00 [00700]OPERATION OF PLANT 179,861 181,012 1,737,070 7.00
8.00 [00BOD|LAUNDRY & LINEN SERVICE 21,228 80,373 87,940 351,964 8.00
9.00 [00900 HOUSEKEEPING 77,105 15,398 16,847 41,158 740,474 9.00
10.00 [01000] DIETARY 217,806 100,431 109,886 8,481 70,403} 10.00
12.00 |01200| MAINTENANCE OF PERSONNEL 8,680 171,349 187,481 0 0} 12,00
13.00 |01300|NURSING ADMINISTRATION 131,072 1,827 1,998 0 1,280| 13.00
14.00 |01400{CENTRAL SERVICES & SUPPLY 27,438 77,848 85,177 0 0| 14.00
16.00 |01600;{MEDICAL RECORDS & LIBRARY 56 9?1 51,095 55,906 0 35,818 16.00
INPATIENT ROUTINE SERVICE COST.CENTERS o " Ll e R IR
30.00 03000 ADULTS & PEDIATRICS 1 805 371 850,007 930,035 300,205 595,866| 30.00
44,00 (04400 SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 104500 NURSING FACILITY Y] 0 Y] 0 0} 45.00
IANCILLARY SERVICE COST CENTERS - BT RN L L S )
54.00 [05400(RADTOLOGY-DIAGNOSTIC 7,726 7,742 8,471 0 5,428 54.00
60.00 |06000| LABORATORY 48,089 5,392 5,900 28 3,780 60.00
66.00 |06600| PHYSICAL THERAPY 3,140 8,159 8,927 1,085 5,719( 66.00
69.00 (06900 ELECTROCARDIOLOGY 1,454 3,203 3,505 47| 2,245| 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 h; 0 0 0| 71.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 196,210 9,999 10,940 0 7,009 73.00
75.00 [07500{ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00
[QUTPATIENT SERVICE COST- CENTERS - - inivii: L
83.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 [08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0} 89.00
89.01 |08901|FQHC 1X 1,856 3,687 4,034 19 2,584 89.01
89.02 |08903!FQHC IXX 82,447 0 0 ; 0| 89.02
90.00 |09000;CLINIC 0 0 0 v; 0] 90.00
91,00 |09100] EMERGENCY 0 0 0 0 0] 91.00
92,00 [09200] OBSERVATION BEDS (NON-DISTINCT PART 92,00
OTHER "REYMBURSABLE ~COST CENTERS e - o R
99,00 {09900 CMRC , 0 0| 0 0 0| 99.00
101.00/10100| HOME HEALTH AGENCY 0 0 O 0 0/101.00
SPECIAL PURPOSE -COST CENTERS R ) e e
113.00{11300[INTEREST EXPENSE ‘ | 113.00
118.00 SUBTOTALS (SUM OF LINES 1 117) 3,070,883 1, 567 522 1,517,047 350,993 730,132{118.00
NONREIMBURSABLE 'COST- CENTERS - - o 50 e o : R L i
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 1,777 14 ?53 16,142 971 10,342|190.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 2,884 56,937 62,298 0 0]192.00
193.00{19300| NONPAID WORKERS 4,952 97,?51 106,955 0 0|193.00
194.00/07950{OTHER NONREIMBURSAELE COST CENTERS 1,603 31,648 34,628 0 01194.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 1] 0{201.00
202 . Q0 TOTAL (sum lines 118-201) 3,082,099 1,768,611 1,737,070 351,964 740,474{202.00
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Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form €M5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 174004 |Period: worksheet B
From 07/01/2011 | Part I
To 06/30/2012 | bate/Time Prepared:
12/27/2012 8: 32 am
7ost Center Description DIEYARY ~ ' MAINTENANGE OF] . NURSING - |- = CENTRAL MEDICAL -
C TR e o .0 vi| . PERSONNEL . ADMINISTRATION - SERVICES & ..} " RECORDS & -
PR ! ASiH Satimbuatiink SUPPLY L IBRARY

i e e : 21600 12.00 13,00 14.00 16.00 .

GENERAL SERVICE: COST CENTERS L s L
1.00 [00100|caP REL COSTS-BLDG & FIXT 1.00
2.00 [00200|caP REL COSTS-MVBLE EQUIP 2.00
4.00 |00401}EMPLOYEE BENEFITS 4.00
5.00 |00500; ADMINISTRATIVE & GENERAL 5.00
6.00 |00600]MAINTENAMCE & REPAIRS 6.00
7.00 |00700 OPERATION OF PLANT 7.00
8.00 |00800| LAUNDRY & LINEN SERVICE 8.00
9.00 00900 HOUSEKEEPING 9.00
10.00 01000/ DIETARY 2,173,542 10.00
12.00 {01200|MAINTENANCE OF PERSONNEL 0 433,928 12.00
13.00 {01300/ NURSING ADMINISTRATION 8] [ 1,139,068 13.00
14.00 j0J400| CENTRAL SERVICES & SUPPLY 0 [ 0 400, 402 14.00
16.00 |01600|MEDICAL RECORDS & LIBRARY D 0 0 0 635,700 16.00

INPATIENT 'ROUTINE SERVICE COST CENTERS = N o
30.00 [03000) ADULTS & PEDIATRICS 2 173, 542 433,928 1,139,068 400,402 561,383 30.00
44,00 |04400{SKILLED NURSING FACILITY 0 0] i 0 0} 44.00
45,00 |04500|NURSING FACILITY 0 0 0 0 0; 45.00

IANCILLARY SERVICE 'COST. CENTERS o o
54.00 [05400| RADIOLOGY-DIAGNOSTIC 0 i} 0 o] 1,710 54.00
60.00 |06000( LABORATORY 0 0 0 1] 12,844 60.00
66.00 |06600(PHYSICAL THERAPY 0 0 0 0 680 66.00
©69.00 |06900| ELECTROCARDIOLOGY 4] 0 Q 0 576| 69.00
71.00 |07100;MEDICAL SUPPLIES CHARGED TO PATEENT 0 0 0 0 0| 71.00
73.00 |07300; DRUGS CHARGED TO PATIENTS 0 0 0 0 52,096( 73.00
75.00 [07500]ASC {NON-DISTINCT PART) 0 0 0 0 0| 75.00

OUTPATIENT 'SERVICE COST CENTERS B e : B
88.00 |08800 RURAL HEALTH CLINIC 0 0 0 0 0} 88.00
89.00 |08900 FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
89.01 ;08901| FQHC IX 4] 0 [¢] 0 837| 89.01
89.02 08903|FQHC III 0 0 0 0 5,574} 89.02
90.00 !09000(CLINIC 0 0 0 0 0] 90.00
91.00 {09100 EMERGENCY 0 0 0 0 0] 91.00
92.00 {09200(OBSERVATION BEDS (NON-DISTINCF PART 92,00

QTHER -REIMBURSABLE CQOST CENTERS : : :

99.00 |09900] CMHC 0 0 0 ﬂ 0| 99.00
101.00/10100| ROME _HEALTH AGENCY t] 0 0 0 0101.00
SPECIAL 'PURPOSE -COST CENTERS T ) SRR S
113,00(11300| INTEREST EXPENSE | 113,00
118.00 SUBTOTALS (SUM OF LINES 1-117) 2,173,542 433,928 1,139,068 400,402 635,700j118.00
190.00/19000|GIFT, FLOWER, COFFEFE SHOP & CANTEEN 0; 0; 0 h; 01190.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 0{192.00
193.00/19300| NONPAID WORKERS 0 0 0 0 0{193.00
194.00/07950| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0{194.00
200,00, Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0[201.00
202.00 ToTAL (sum lines 118-201) 2,173,542 433,928 1,139,068 400,402 635, 700)202.00

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

COST ALLOCATION - GENERAL SERVICE COSTS

provider cCN: 174004

In Lieu of Form CMs-2552-10

Period:
From 07/01/2011

wWorksheet B
part I

To  06/30/2012 | Date/Time Prepared:
12/27/2012 B:32 am
‘Cost Center Description - ‘Subtotal | CIgtern & “Totalion I »
R M SR Residents Cost - b
Sk pest
|5 Stepdoyn
DI 1-adjiestments -] -
AR o 2400 . 25.00 o1 . 26.00

GENERAL SERVICE COST-CENTERS ...0.7000 LT L AL T T
1.00 (00100{CAP REL COSYS-BLDG & FIXT 1.
2.00 [00200|CAP REL COSTS-MVBLE EQUIP 2.
4,00 00401 EMPLOYEE BENEFITS 4,
5.00 [00500| ADMENISTRATIVE & GENERAL 5.
6.00 {00600/ MAENTENANCE & REPAIRS 6.
7.00 100700|OPERATION OF PLANT 7.
8.00 |00800|LAUNDRY & LINEN SERVICE 8.
9.00 00900 HOUSEKEEPING g,
16.00 |01000! DIETARY 10.
12.00 |01200]MAINTENANCE OF PERSONNEL 12.
13.00 {01300/ NURSING ADMINISTRATION 13
14.00 [01400] CENTRAL SERVICES & SUPPLY 14,
16.00 101600|MEDICAL RECORDS & LIBRARY 16.

INPATIENT ROUTINE SERVICE COST: CENTERS : R T A
30.00 [03000|ADULTS & PEDIATRICS 23,003,554 0 23,003,554 30.
44,00 |04400{ SKILLED NURSING FACILITY 0 0 0 44,
45,00 |04500{NURSING FACILITY 0 0 0 45

IANCILLARY 'SERVICE COSY CENTERS - : - ST T
54,00 {05400 RADIOLOGY-DIAGNOSTIC 90,193 0 90,193 54.
60.00 [06000] LABORATORY 443,986 0 443,986 60
66.00 [06600| PHYSICAL THERAPY 51,709 0 51,709 66.
69.00 |06900| ELECTROCARDIOLOGY 22,159 0 22,159 69.
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 1] 71.
73.00 |07300! DRUGS CHARGED TO PATIENTS 1,777,545 0 1,777,545 73
75.00 [07500{ASC (NON-DISTINCT PART) [\ 0 0 75

OUTPATIENT SERVICE COST.CENTERS: e
88.00 |08800] RURAL HEALTH CLINIC 0 0 0 88
89.00 {08900 FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.
89.01 ]08901| FQHC I1I 27,217 0 27,217 89.
89.02 {08903 FQHC IIX 718,858 0 718,858 89.
90.00 [09000(CLINIC 0 0 0 90.
91,00 |09100( EMERGENCY 0 0 0 91.
42,00 |09200|OBSERVATION BEDS (NON-DISTINCT PART 0 9z.

OTHER REIMBURSABLE COST CENTERS - =m0 © -~ o S
99,00 |09900] CMHC 0 0 0 99
101.00{10100| HOME HEALTH AGENCY 0 [4) 0 101

SPECYAL -PURPOSE. COST CENTERS ) : R
113.00{11300| INTEREST EXPENSE 113.
118.00 SUBTOTALS (SUM OF LINES 1-117) 26,135,221 0 26,135,221 118.

NONREIMBURSABLE - COST. CENTERS - e
190.00{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 57,580 0 57,580 190.
192.00{19200i PHYSICIANS' PRIVATE OFFICES 144,189 0 144,189 192.
193.00|19300; NONPAID WORKERS 247,549 0 247,549 193,
194.00j07950] OTHER NONREIMBURSABLE COST CENTERS 80,146 0 80,146 194,
200.00 Cross Foot Adjustments 0] 1) 0, 200,
201.00 Negative Cost Centers 0, 0] 0 201,
202.00 TOTAL (sum lines 118-201) 26,664,685 0 26,664,685 202,

MCRIF32 - 3.2.135.0




Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form_CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 174004 |period: worksheet B
From 07/01/2011 | Part II
To 06/30/2012 | pate/Time Prepared:
_ 12/27/2012 8:32 am_
- CAPITAL RELATED COSTS.. U R
1 “pirectly | 'BLDG & FIXT ] MVBLE EQUIP-{ Subtotal. | . EMPLOYEE.
-1 Assigned New | - - O B B BENEFITS
apital | P e JERERRLY
Related Costs o e
e S T T e o 1 1,000 C2A 4.00
GENERAL 'SERVICE ‘COST CENTERS R ] :
1.00 |00100{CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |CCQ401{EMPLOYEE BENEFITS 0 25,183 1,944 27,127 27,1271 4.00
5.00 [O0500 ADMINISTRATIVE & GENERAL 0 175,281 13,533 188,814 3,154 5.00
6.00 [00600| MAINTENANCE & REPAIRS 0 78,550 6,065 84,615 1,296 6.00
7.00 [00700|OPERATION OF PLANT 0 65,135 5,029 70,164 385 7.00
8.00 [|00800(LAUNDRY & LINEN SERVICE 0 28,921 2,233 31,154 146| 8.00
9.00 00900 HOUSEKEEPING 0 5,541 428 5,969 647 9.00
10.00 |01000!DIETARY 0 36,139 2,780 38,929 1,354| 10.00
12.00 |01200 MAINTENANCE OF PERSONNEEL 0 61,658 4,760 66,418 0| 12.00
13.00 [01300]NURSING ADMINISTRATION Q 657 51 708 1,280] 13.00
14.00 101400 CENTRAL SERVICES & SUPPLY 0 28,013 2,163 30,176 156| 14.00
16.00 [01600|MEDICAL RECORDS & LIBRARY 0 18, 386 1,420 19 806 540} 16.00
INPATIENT ROUTINE SERVICE COST CENTERS: : : R T T
30.00 [03000|ADULTS & PEDIATRICS 0 305,863 23,614 329 4?? 17,476] 30.00
44,00 |04400{SKILLED NURSING FACILITY 0 0 ) 0 0] 44.00
45,00 |04500/NURSING FACILITY 0 0] 0 0 (| 45.00
IANCILLARY SERVICE COST CENTERS : R S e RN
54.00 {05400 RADIOLOGY~DIAGNOSTIC 0 2,786 215 3,001 0] 54.00
60.00 [06000] LABORATORY 0 1,940 150 2,090 233| 60.00
66.00 |06600 PHYSICAL THERAPY 0 2,936 227 3,163 0| 66.00
69.00 |[06900(ELECTROCARDIOLOGY 0 1,153 89 1,242 01 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0! 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 3,598 278 3,876 450 73.00
75,00 [07500{ASC (NON-DISTINCT PART) 0 v 0 0 0! 75.00
OUTPATIENT SERVICE-COST -CENTERS - .- i w00 : - e e SR
88.00 [08800; RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 08900 FEDERALLY QUALIFIED HEALTH CENTER 0 4] 0 0 0| 89.00
89.01 [08901| FQHC II 0 1,327 102 1,429 0| 89.01
89.02 {08903| FQHC III v 0 0 hi; 0| 89.02
90,00 |02000(CLINIC a 0 0 0 0| 90.00
91,00 |09100( EMERGENCY 0 0 t v; 0] 91,00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART 0 92.00
OTHER REIMBURSABLE COST CENTERS W'~ : - S0 L B
99.00 |09900] CMHC 0 0 0 0 0} 99.00
101.00{10100| HOME HEALTH AGENCY 0 0 0 0 (101,00
SPECIAL. ‘PURPOSE  COST- CENTERS - i : e e
113.00{11300) INTEREST EXPENSE 113.00
118.00 SUBTOTALS (SUM OF LINES 1- 117) 0 843 067 65,091 908 158 27,117(118.00
NONREIMBURSABLE - COST CENTERS S . : : S ] B
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 5 309 410 5 719 10{190.00
192.00|19200! PHYSICIANS " PRIVATE OFFICES 0 20,488 1,582 22,070 0192.00
193.00{19300; NONPAID WORKERS 0 35,175 2,716 37,891 01193.00
194, 00i07950] OTHER NONREIMBURSABLE COST CENTERS 0 11,388 879 12,267 0;194.00
200.00 Cross Foot Adjustments 1] 200.00
201.00 Negative Cost Centers 0 0 1] 0)201.00
202.00 TOTAL (sum lines 118-201) 0 915,427, 70,678 986,105 271271202 .00

MCRIF32 -~ 3.2.135.0



Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form ¢M$-2552-10

ALLOCATION OF CAPITAL RELATED COS5TS

provider CCN: 174004

Pe H
From 07/01/2011 | Part 11

riod:

worksheet B

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
" Cost Center Description: i TADMINISTRATIVE| MAINTENANCE &| OPERATION OF |  LAUNDRY & HOUSEKEEPENG | =~ 7
. L R Sl & GENERAL: | " REPAIRS CPLANT - [LINEN SERVICE .
R A A S TN S F LR SN S 00 [ e 00 700 el - 8,00 9,00
GENERAL SERVICE COST CENTERS L e T T T T e e ]
1.00 [00100|CAP REL COSTS-BLDG & FIXT 1.00
2.00 {00200{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00401| EMPLOYEE BENEFITS 4.00
5.00 [00500( ADMINISTRATIVE & GENERAL 191,968 5.00
6.00 |006O0|MAINTENANCE & REPAIRS 12,732 98,643 6.00
7.00 |00700|OPERATION OF PLANT 11,202 10,096 91,847 7.00
8.00 |00800!LAUNDRY & LINEN SERVICE 1,322 4,483 4,650 41,755 8.00
9.00 00900 HOUSEKEEPING 4,802 859 891 4,883 18,051 9.00
10.00 |01000] DIETARY 13,566 5,601 5,810 1,006 1,716| 10.00
12.00 01200 MAINTENANCE OF PERSONNEL 541 9,557 9,913 0 0| 12.00
13.00 {01300 NURSING ADMINISTRATION 8,164 102 106 0 31 13.00
14,00 [01400] CENTRAL SERVICES & SUPPLY 1,709 4,342 4,504 0 0| 14.00
16.00 {01600 MEDICAL RECORDS & LIBRARY 3,548 2,850 2,956 1) 873| 16.00
INPATIENT ROUTINE SERVICE COST- CENTERS St t : T :
30.00 [03000|ADULTS & PEDIATRICS 112,448 47,406 449,175 35,615 14,527} 30.00
44,00 |04400{SKILLED NURSING FACILITY 0 0 0 0 0 44.00
45,00 |C4500{NURSING FACILITY 0 0 0 0 0; 45,00
IANCILLARY SERVICE COST 'CENTERS - g o e
54.00 {05400 RADIOLOGY-DIAGNOSTEC 481 432 448 0 132¢ 54.00
60.00 {06000] LABORATORY 2,995 301 312 3 42) 60.00
66.00 [06600 PHYSICAL THERAPY 196 458 472 125 139 66.00
69.00 |06900] ELECTROCARDIOLOGY 91l 179 185 6 55| 69.00
71.00 |07100{ MEDECAL SUPPLYES CHARGED TO PATIENT 0] 0 0 0 0| 71.00
73.00 |07300|DRUGS CHARGED TQG PATIENTS 12,221 558 578 0 171 73.00
75.00 |07500/ASC (NON-DISTINCT PART) Y 0 0 0 0| 75.00
OUTPATIENT SERVICE COST: CENTERS - o o e
88.00 |08300/RURAL HEALTH CLINIC 0 s 0 0 0| 88.00
89.00 |08900! FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0} 89.00
89.01 108901} FQHC 1I 116 206/ 213 2 63} 89.01
89.02 08903{ FQHC III 5,135 0 0 0 0| 89.02
90.00 (09000 CLINIC 0 0 0] 0 0] 90.00
91.00 ;09100) EMERGENCY 0 0 0 0 0] 91.00
92.00 [09200]0BSERVATION BEDS (MON-DISTINCT PART 92.00
OTHER REIMBURSABLE COST. CENTERS | e : o
99.00 |09900( cMHC 0 0 0 0| 99.00
101.00/10100| HOME HEALTH AGENCY 0 0 0 0[101.00
SPECIAL. PURPOSE. COST-CENTERS e Lo
113.00|11300| INTEREST EXPENSE 113.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 191, 269 87,427 80,213 41, 640 17,799118.00
NONREIMBURSABLE COST CENTERS . - - ST :
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 111 823 854 115 2521190.00
192.00]/19200] PHYSICIANS' PRIVATE OFFICES 180 3,176 3,294 0 0{192.00
193.00/19300| NONPAID WORKERS 308, 5,452 5,655 0 0{193.00
194.00]07950| OTHER NONREIMBURSABLE COST CENTERS 100 1,765 1,831 0 0{194.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0[201.00
202.00 TOTAL (sum lines 118-201) 191,968 98,0643 91,847 41,755 18,051]|202.00

MCRIF32 - 3.2.135.0




Health Fimancial Systems OSAWATOMIE STATE HOSPITAL ) o In Lieu of Form CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS provider CCN: 174004 |Period: viorksheet B

From 07/01/2011 | Part II

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

[ DIETARY = MATNTENANCE OF] : "NURSING . CENTRAL - .| - MEDICAL : |~
A . © PERSONNEL - IADMINISTRATION| SERVICES & i | "“RECORDS & |-
e erpmiones U b L SUPPLY UL LIBRARY.
15013.00 5 . 14,00 16,00 -

Cost Center. Description -

LR TR : e : 410,00 : 12,00 000
GENERAL "SERVICE COST CENTERS "~ -~ - R . o
1.00 [00100[caP REL COSYS-BLDG & FIXT i
2.00 [00200{CcAP REL COSTS-MVBLE EQUIP 2
4,00 |0D401} EMPLOYEE BENEFITS 4
5.00 [00500] ADMINISTRATIVE & GENERAL 5
6.00 {00600 MAINTENANCE & REPAIRS 6
7.00 [00700{OPERATION OF PLANT 7.00

8

9

10

8.00 |00800|LAUNDRY & LINEN SERVICE
9.60 |C0900(HOUSEKEEPING

10.00 |01000| DIETARY 67,982 .00
12.00 |01200{MATNTENANCE OF PERSONNEL 4] 86,429 12.00
13.00 [01300| NURSING ADMINISTRATION 0 0 10,391 13.00
14,00 {01400| CENTRAL SERVICES & SUPPLY 0 0 0 40,887, 14.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 0 0 0 30,573] 16.00

INPATIENT ROUTINE SERVICE COST CENTERS . S e e e
30.00 [03000|ADULTS & PEDIATRICS 67,982 86,429 10,391 40,887 26,998| 30.00

44,00 |04400i SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45,00 j04500; NURSING FACILITY 0 0 0 0 0| 45.00
IANCILLARY SERVICE COST CENTERS ERE :
54,00 [05400] RADIOLOGY-DIAGNOSTIC 0 0 0 0 82} 54.00
60.00 |06000] LABORATORY ¢ 0 0 0 618! 60.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 33} 66.00
69.00 |06900| EL.ECTROCARDICLOGY 0 0 0 0 28| 69.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 o| 71.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 0 0 0 2,506| 73.00
75.00 [07500]ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00
OUTPATIENT SERVICE COST CENTERS L
88.00 [08B00|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
89.01 |0B901|FQHC II 0 0 o 0 40] 89.01
89.02 |08903| FQHC III 0 0 0 0 268| 89.02
90.00 09000} CLINIC 0 0 L] 0 0 90.00
91.00 (09100} EMERGENCY 0 0 0 0 0 91,00

92.00 {09200, OBSERVATION BEDS (NON-DISTINCT PART | _ 92,00
OTHER "REIMBURSABLE COST. CENTERS . : g LT E : e ‘

99.00 [09900] cMHC 0 ol o| 0 0} 99.00
101.00;10100[ HOME HEALTH AGENCY 0 0 0 0, 0/10%.00
SPECIALPURPOSE COST CENTERS =~ = S e
113.00]11300| INTEREST EXPENSE 113.00

118.00} SUBTOTALS (SUM OF LINES 1-117) _ 67,982 86,429l 10,391} 40,887 30,573]118.00
NONREIMBURSABLE -COST CENTERS - : i e R - SR

190.00/19000| GIFF, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
192.00|19200| PHYSICIANS ™ PRIVATE OFFICES 0 0 0 0 0{192.00
193,00{19300| NONPAID WORKERS 0 0 0 0] 0{193.00
194,00]07950] OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 (/194,00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0)201.00
202.00 TOTAL (sum lines 118-201) 67,982 86,429 10, 391 40,887 30,573]202.00

MCRIF32 - 3.2.135.0



Health Financial Systems OSAWATOMIE STATE HOSPITAL ____In tieu of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CON: 174004 |period: vorksheet B
From 07/01/2011 | Part 11

To  06/30/2012 | bate/Time Prepared:

12/27/2012 8:32 am
- ‘Cost.Center . Description k 1. Subtotal i} Intern & <1 booTotallls : SR R
L : : s : T s s Residents L Cost D
o1& post
- Stepdown
S Cloadjustments | onibtan ol
R R e s 24,00 ] 25,00 ) 26,00 00 ]
GENERAL SERVICE COST CENTERS ' - T P L
1.00 |00100|CAP REL COSTS-8LDG & FIXT 1.00
2.00 [00200|CAP REL COSTS-MVBLE EQUIP 2.00
4.00 [00401)EMPLOYEE BENEFITS 4.00
5.00 |0OS00|ADMINISTRATIVE & GENERAL 5.00
6.00 [OOBOO|MAINTENANCE & REPAIRS 6.00
7.00 |00700|CPERATION OF PLANT 7.00
8.00 |0OBOD|LAUNDRY & LINEN SERVICE 8.00
9.00 [00900| HOUSEKEEPING 9.00
10.00 (01000 DIETARY 10.00
12.00 j01200{MAINTENANCE OF PERSONNEL 12.00
13.00 [D1300{NURSING ADMINISTRATION 13.00
14,00 [01400; CENTRAL SERVICES & SUPPLY 14.00
16,00 [01600MEDICAL RECORDS & LIBRARY 16.00
INPATIENT. ROUTINE  SERVICE COST CENTERS R PR e . . L S
30.00 03000/ ADULTS & PEDIATRICS 838,811 0 838,811 30.00
44,00 (04400 SKILLED NURSING FACILITY 0 0 0 44.00
45.00 (04500 NURSING FACILITY 0 0 0 45.00
IANCILLARY SERVICE COST CENTERS R : S e )
54.00 (05400 RADIOLOGY-DIAGNOSTIC 4,576 0 4,578 54,00
60.00 (06000 LABORATORY 6,644 0 6,644 60.00
66.00 (06600(PHYSICAL THERAPY 4,583 0 4,583 66.00
69.00 [06900( ELECTROCARDIOLOGY 1,786 0] 1,786 69.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0] 0] 0 71.00
73.00 |[07300|DRUGS CHARGED TO PATIENTS 20, 360 0 20,360 73.00
75.00 {07500]ASC (NON-DISTINCT PART) 0 0 0 75.00
OUTPATIENT "SERVICE COST CENTERS’ iy o :
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 88.00
89.00 |08900] FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
89.01 (08901 FQHC IIX 2,069 0 2,069 89.01
89.02 (08903 FQHC IXI 5,403 0 5,403 89.02
90.00 [09000|CLINIC 0 0 0 90.00
91.00 (09100] EMERGENCY 0 0 0 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART 0 92.00
OTHER 'REIMBURSABLE COST CENTERS R i
99.00 [09900[cMHC | 0 0 ) 99.00
101.00{10100| HOME HEALTH AGENCY 0 0 101.00
SPECIAL PURPOSE 'COST CENTERS S . S ; R
113,00{11300 INTEREST EXPENSE | 113.00
118,00 SUBTOTALS (SUM OF LINES 1-117) 884,232 0 884,232 118.00
NONREXMBURSABLE - COST CENTERS "~ - " ° T S SERIEITRL L e e :
190, 00/19000;GIFT, FLOWER, COFFEE SHOP & CANTEEN 7,884 0 7,884 190.00
192.00/19200] PHYSICTANS" PRIVATE OFFICES 28,720 0 28,720 192.00
193, 00:1.9300 NONPATD WORKERS 49, 306 0 49, 306 193.00
194, 0007950 OTHER NONREIMBURSABLE COST CENTERS 15,963 0 15,963 194,00
200, 00; Cross Foot Adjustments 0 0 0 200.00
201.00 Negative Cost Centers 0 0 0 201,00
202.00 TOTAL (sum lines 118-201) 986,105 0 986,105 202.00

MCRIF32 - 3.2.135.0




Health Financial Systems _OSAWATOMIE STATE HOSPITAL In Lieu of Form (M5-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 174004 | Period: worksheet 8-1

From 07/01/2011
To 06/30/2012 | Date/Time Prepared:
12/27/2012 8:32 am

CAPITAL RELATED, COSTS
Cost center Descm ption 7] 'BLDE & FIXT. - MVBLE EQUIP - EMPLOYEE ... ‘ReconciliationADMINISTRATIVE
B ] ($QUARE FEET)] (SQUARE FEET) |- BENEFITS ™ | 7 .0 2 . & GENERAL
: RN S R o (GROSS LT {accuM. CoST)
o CSALARTESY | ot o fe i
Ll R j : 1,00 0 ¢ © 2,00 N TR R T S I 1)
GENERAL SERVICE COST CENTERS S R R
1.00 00100|CAP REL COSTS-BLDG & FIXT 378,849 1.00
2.00 [00200|CAP REL COSTS-MVBLE EQUIP 378,849 2.00
4.00 {00401 EMPLOYEE BENEFITS 10,422 10,422 16,109,185 4.00
5.00 |00SOO[ADMINISTRATIVE & GENERAL 72,540 72,540 1,872,694 ~3,082,099 23,582,586| 5.00
6.00 |[O0O600|MAINTENANCE & REPAIRS 32,508 32,508 769,843 ] 1,564,182 6.00
7.00 |[OO700|OPERATION OF PLANT 26,956 26,956 228,409 0] 1,376,197 7.00
8.00 |00BO0|LAUNDRY & LINEN SERVICE 11,969 11,969 86,922 0 162,423 8.00
9.00 [00900] HOUSEKEEPING 2,293 2,293 384,389 0 589,966 9.00
10.00 {01000 DIETARY 14,956 14,956 804,243 0 1,666,535 10.00
12.00 |01200|MAINTENANCE OF PERSONNEL 25,517 25,517 0 0 66,418 12.00
13.00 |01300|NURSING ADMINISTRATION 272 272 760,139 0 1,002,891 13.00
14.00 [01400{CENTRAL SERVICES & SUPPLY 11,593 11,593 92,790 0 209,9391 14.00
16.00 |01600]MEDICAL RECORDS & LIBRARY 7,609 7,609 320,534 0 435,910! 16.00
INPATIENT ( ROUTINE -SERVICE- COST-CENTERS e e - : R
30.00 ;03000 ADULTS & PEDIATRICS 126,582 126,582 10,377,694 0 13,813,747| 30.00
44,00 (04400 SKILLED NURSING FACILITY 0 0 0 0 0| 44.00
45.00 [04500|NURSING FACILITY 0 0 0 0 0| 45.00
ANCILLARY- SERVICE-COST :CENTERS ">~ " S T e e : B
54,00 |05400| RADICLOGY-DIAGNOSTIC 1,153 1,153 0 0 59,116| 54.00
60,00 |06000| LABORATORY 803 803 138,471 0 367,953 60.00
66.00 |06600] PHYSICAL THERAPY 1,218 1,218 ] 0 24,029] 66.00
69.00 |06900] ELECTROCARDIOLOGY 477 477 0 0 11,129| 69.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0} 71.00
73.00 [07300) DRUGS CHARGED TO PATIENTS 1,489 1,439 267,082 0 1,501,291 73.00
75.00 {07500/ASC (NON-DISTINCT PART) 0 0 0 0 G| 75.00
OUTPATIENT SERVICE COST CENTERS ~ i c o -
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 [i} 0| 88.00
89.00 |08900|FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 Q 0| 89.00
89.01 |08901; FQHC I 549, 549 0 0 14,200| 89.01
89.02 08903 FQHC 1IT 0 0 0 0 630,837} 89.02
90.00 [0%000] CLINIC 0 0 0 0 0! 90.00
91.00 [09100; EMERGENCY ¢ 0 0 0 0} 91.00
92,00 {09200| OBSERVATION BEDS (NON-DISTINCT PART 92.00
OTHER REYMBURSABLE : COST-CENTERS s I
99.00 [09900]cMHC 0 0| 0' [i] 0| 99.00
101. 00 10100| HOME HEALTH AGENCY 0 0 0 Q 0[101.00
SPECIAL 'PURPOSE COST CENTERS. -~ =i = m= o oww 0 e o B i
113.00{11300] INTEREST EXPENSE { | 113.00
118.00 SUBTOTALS {SUM OF LINES 1- 11?) 348,903 348,903 16,103,210 -3,082,099 23 496 7631118.00
NONREIMBURSABLE COST CENTERS - i K : R R T s
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 2,197 2,197 5,975 0 13 595{130.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 8,479 8,479 1) 0 22,070/192.00
193.00|19300| NONPAID WORKERS 14,557 14,557, 0 0 37,8911193.00
194.00/07950{ OFHER NONREIMBURSABLE COST CENTERS 4,713 4,713 0 0, 12,267(194.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201,00
202.00 Cost to be allocated (per wkst. B, 915,427 70,678 5,126,622 3,082,099(202,00
Part I)
203.00 Unit cost multiplier (wkst. B, Part I) 2.416337 0.186560 0.318242 0.130694203.00
204.00 Cost to be allocated (per wkst. B, 27,127 191,968:204.00
Part II)
205.00 unit cost multiplier (wkst. B, Part 0.001684 0.0081407205.00
I1)
MCRIF32 - 3.2.135.0




Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form €MS-2552-10
COST ALLOCATION - STATISTICAL BASIS provider CCN: 174004 |Period: worksheet B-1

From 07/01/2011
To 06/30/2012 | Date/Time Prepared:
12/27/2012 8:32 am

. Cost Center Pescription .o v o ]MAINTENANCE & | OPERATION OF | .LAUNDRY & .| HOUSEKEEPING | : DIETARY ...
L e T : : L UREPAIRS PLANT . [LINEN SERVICE | (SQUARE .FEET) i(MEALS SERVED)
(SQUARE FEET) | (SQUARE FEET).} .~ .(POUNDS OF |~ .l i s
. et : 'LAUNDRY).' AN IR PR .
: o Sl SR, 00 : 7.00 o pon 8000 9,00
GENERAL 'SERVICE COST CENTERS N S o
1.00 |00100{CAP REL COSTS-BLDG & FIXT .
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 2.
4,00 [00401(EMPLOYEE BENEFITS 4.
5.00 [00S00{ADMINISTRATIVE & GENERAL S.
6.00 [00BO0IMATNTENANCE & REPAIRS 263,379 6.
7.00 |00700{OPERATION OF PLANT 26,956 236,423 7.
8.00 |0OBOO LAUNDRY & LINEN SERVICE 11,969 11,969 131,253 8.
9.00 |00900] HOUSEKEEPING 2,293 2,293 38,736 157,302 9.
10.00 |01000] DIETARY 14,956 14,956 7,982 14,956 192,987( 10.00
12.00 |01200; MAINTENANCE OF PERSONNEL 25,517 25,517 0 0 0| 12.00
13,00 ;01300 NURSING ADMINISTRATION 272 272 0 272 0| 13.00
14.00 [01400| CENTRAL SERVICES & SUPPLY 11,593 11,593 0 0 0| 14.00
16.00 (01600 MEDICAL RECORDS & LIBRARY 7,609 7,609 0 7,609 0| 16.00
INPATIENT "ROUTINE 'SERVICE COST CENTERS -~ & i »oer et :
30.00 {03000, ADULTS & PEDIATRICS 126,582 126,582 282,540 126,582 192,9871 30.00
44,00 |04400! SKILLED NURSING FACILITY 0] 0 Y 0 0i 44.00
45.00 |04500{NURSING FACILITY 0] 0 0 0 0; 45.00
JANCILLARY SERVICE -COST CENTERS =~ = = - cwieini o i o
54.00 (65400 RADIOLOGY-DIAGNOSTIC 1,153 1,153 0 1,153 07 54.00
60,00 106000| LABORATORY 803 803 26 803 0] 60.00
66.00 |06600) PHYSICAL THERAPY 1,215 1,215 993 1,215 0j 66.00
69.00 {06900] ELECTROCARDIOLOGY 477 477 44 477 0| 69.00
71.00 |07100Q|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 0| 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 1,489 1,439 0 1,489 Q| 73.00
75.00 |07500{ASC_ (NON-DISTINCT PART) 0 0 9 0] 0| 75.00
OUTPATIENT .SERVI‘C.E Z.COS'T_."CEN'TERS-.'..Z P . 0
88.00 |08800; RURAL HEALTH CLINIC 0 0 0 v; 0| 88.00
89.00 |08900; FEDERALLY QUALTFIED HEALTH CENTER 0 0 0 0 0| 89.00
89.01 |08901; FQHC II 549 549 18 549 0] 89.01
89.02 |08303{ FQHC IIX 0 0 0 0 0| 89.02
90.00 ;09000] CLINIC 0 0 0 0 0} 90.00
91,00 {09100 EMERGENCY 0 0 0 0 0| 91.00
92.00 (09200 OBSERVATION BEDS (NON-DISTINCT PART 92.00
OTHER REIMBURSABLE COST CENTERS : : . T oLl LT : L L T
99.00 {09900( CMHC 0 0 0 0 0 99.00
101.00/10100[HOME HEALTH AGENCY [ 0 0 0 01101..00
SPECIAL "PURPOSE COST.CENTERS . : : i B e : o
113.00 11300' INTEREST EXPENSE 113.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 233,433 206,477 330,339 155,105 192,987(118.00
MONREXMBURSABLE COST.CENTERS . :.®i . ° Lo e - RS
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 2,197 2,197 914 2,197 0(190.00
192.00{19200 PHYSICIANS' PRIVATE OFFICES 8,479 8,479 0] 0 0]192.00
193.00{19300| NONPAID WORKERS 14,557 14,557 0] 0 01193.00
194,00{07950| OTHER NONREIMBURSABLE COST CENTERS 4,713 4,713 0] 0 01194.00
200.00 cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, 1,768,611 1,737,070 351,964 740,474 2,173,5421202.00
Parct 1)
203.00 Unit cost multiplier (wkst. B, Part I) 6.715080 7.347297 1.062523 4,707340 11.262634|203.00
204.00 Cost to be allocated {per wkst. B, 98,643 91, 847 41,755 18,051 67,982|204.00
Part II)
205.00 urit cost multiplier (wkst. B, Part 0.374529 0.388486 0.126052 0.114754 0,352262(205.00
I1)

MCRIF32 - 3.2.135.0



Health Financial Systems OSAWATOMIE STATE HOSPITAL . In Lieu of Form CMs-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 174004 |period: worksheet B-1
From 07/01/2011

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

“ioai..CostiCenter Description. MATNTENANCE OF} - NURSING .. . CENTRAL i - MEDICAL
A T SIS PERSONNEL:: " JADMINISTRATYION] -SERVICES & -[:. RECORDS & e
S (NUMBER: e [SUPPLY - CLIBRARY.. . o
T HOUSEDY: " |(DIRECT NRSING (COSTED | (TIME SPE 1
e s i 12,00 013,00 ¢ 14.00 16,00 .
GENERAL SERVICE COST CENTERS R R e : e
1.00 |00100|CAP REL COSTS-BLDG & FIXT
2.00 {00200|CAP REL COSTS-MVBLE EQUIP
4,00 |00401) EMPLOYEE BENEFITS
5.00 |[00O500|ADMINISTRATIVE & GENERAL
6.00 [00GOCIMAINTENANCE & REPAIRS
7.00 (00700 OPERATION OF PLANT
8.00 |00800] LAUNDRY & LINEN SERVICE
9.00 00900 HOUSEKEEPING
10.00 ;01000 DIETARY
12,00 {01200{MAINTENANCE OF PERSONNEL B,
13.00 [01300(NURSING ADMINISTRATION 0 2,080
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 0 100
16.00 |01600|MEDICAL RECORDS & LIBRARY 0 [t 0 25,872,716 16.00
INPATIENT ROUTINE SERVICE COST CENTERS - R o e - i
30.00 [03000/ADULTS & PEDIATRICS 6 2,080 100 22,847,934 30.00
44.00 {04400] SKILLED NURSING FACILITY 0 0 Q 0 44.00
45.00 04500 NURSING FACILITY 0 1] 1] 0 45.00
IANCILEARY. SERVICE COST CENTERS R . e e ] R
54.00 (05400 RADIOLOGY-DIAGNOSTEC 0 0 0 69,614 54.00
60.00 |06000] LABORATORY 0 0 0 522,763 60.00
66.00 |06600} PHYSICAL THERAPY 0 0 0 27,693 66.00
69.00 (06900 ELECTROCARDIOLOGY 0 0 0 23,440 69.00
71.00 07100 MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0 71,00
73.00 (07300 DRUGS CHARGED TO PATIENTS 0 0 0 2,120,321 73.00
75.00 {07500/ASC_ (NON-DISTINCY PART) 0] 0 Q 0 75,00
OQUTPATIENT SERVICE COST CENYERS T o
88.00 |0B800|RURAL HEALTH CLINIC 0 0 0 0 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 89.00
89.01 |08901{ FQHC II 0 0 0] 34,074 89.01
89.02 |08903|FQHC ITI 0 0 0] 226,877 89.02
90.00 [09000|CLINIC 0 0 0 0 90.00
91.00 09100 EMERGENCY 0 [H 0 0 91.00
92.00 |09200{OBSERVATION BEDS (NON-DISTINCT PART 92.00
OTHRER .REIMBURSABLE COST CENTERS - n oo/ m . e T e T
99.00 [09900[cMHC | 0| o{ 0 99.00
101.00|10100| HOME HEALTH AGENCY 0 0 0 0 101.00
SPECTAL PURPOQSE COST CENTERS - .0 oo L : -
113.00{11300] INTEREST EXPENSE I | l 113.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 6 2,080 100, 25,872,716 115.00
NONREIMBURSABLE CQST CENTERS. - : I S L S
190.00/19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 190.00
192.00/19200( PHYSICIANS' PRIVATE OFFICES 0 g 0 0] 192,00
193.00/19300( NONPAID WORKERS 0 0 0 l0; 193.00
194.00|07950| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 194.00
200.00 Cross Foot Adjustments 200,00
201.00 Negative Cost Centers 201.00
202.00 Cost to be allocated {per wkst, B, 433,928 1,139,068 400,402 635,700 202.00
pPart I}

203.00 unit cost multiplier (wkst. B, Part I} | 72,321.333333 547.628846! 4,004,020000 0.024570 203.00

204.00 cost to be allocated (per Wkst. B, 86,429 10,391 40,887 30,573 204.00
Part 1I)

205.00 unit cost multiplier (wkst. 8, Part 14,404.833333 4,995673 408, 870000 0.001182 205,00
11)

MCRIF32 -~ 3.2.135.0



Health Financial Systems

OSAWATOMIE STATE HOSPITAL

in tieu of Form CMs-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 174004 | period: wWorksheet C
From 07/01/2011 | Part I
To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
Title XVIIE Hospital PPS
- __ T = B R T T Y b S casts . T o
.2'Cost Center Description ... - - Total:Cost .| Therapy. Limit e RCE T Total.Costs | ...
e {CFrom wkst.B,| " " Adj | pisallowance | ©
T S e e L LT I R N [ VR 4,00 5.00
INPATIENT ‘ROUTINE SERVICE COST CENTERS L R G o :
30.00 [03000{ADULTS & PEDIATRICS 23,003,554 23,003,554 0 23,003,554 30.00
44,00 |04400) SKILLED NURSING FACILITY 0 0 0 0 44.00
45.00 {04500 NURSING FACILITY 0 0 0 0] 45.00
IANCILLARY SERVICE COST CENTERS : : .
54.00 |05400| RADICLOGY~DIAGNOSTIC 90,193 90,193 0 90,193} 54.00
60.00 |06000(LABORATORY 443,986 443,986 0 443,986] 60.00
66,00 |06600| PHYSICAL THERAPY 51,709 0 51,709 0 51,709] 66.00
69.00 |06900] ELECTROCARDIOLOGY 22,159 22,159 0 22,159] 69.00
71.00 [07100!MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 G| 71.00
73.00 (07300 DRUGS CHARGED TO PATIENTS 1,777,545 1,777,545 0 1,777,545( 73.00
75,00 |07500/ASC (NON-DISTINCT PART) Y 0 0 0| 75.00
OUTPATIENT "‘SERVICE. COST CENTERS :
88.00 (08800 RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 [08900 FEDERALLY QUALIFIED HEALTH CENTER 0 0, 0 0! 89.00
89,01 {08901 FQHC ITX 27,217 27,217 0 27,217 89.01
89,02 [08903| FQHC IIX 718,858 718,858 1] 718,858 89.02
90,00 |09000(CLINIC 0 0 0 0} 90.00
91,00 |0%100( EMERGENCY 0 0 0 0i 91.00
92.00 (09200 OBSERVATION BEDS (NON-DISTINCT PART 0 0 0] 92.00
OTHER 'REIMBURSABLE 'CQST CENTERS -
99,00 |09900] CMHC 0 0 0| 99.00
101.00| 10100 HOME HEALTH AGENCY 0 0 0[101.00
SPECIAL. . PURPOSE -COST CENTERS
113.00{11300| INFEREST EXPENSE 113.00
200.00 Subtotal (see instructions) 26,135,221 0 26,135,221 0 26,135,221[200.00
201,00, Less Observation Beds 0 0 01201.00
202.00, Total (see instructions) 26,135,221 0 26,135,221 0 26,135,221{202.00

MCRIF32 - 3.2.135.0




Health_Financial Systems

__ OSAWATOMIE STATE HOSPITAL

In Lieu of Form CM$-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES Providar CCN: 174004 |period: worksheet C
From 07/01/2011 | Part 1
To 06/30/2012 | bate/Time Prepared:
12/27/2012 8:32 am
Title XVIII Hospital PPS
: T B . Cecharges oL T . : N
L Cost.Center Description ~znpatient. | “Outpatient :}rTotal (col. 6{Cost or Other| . - TEFRA -
: SRARENIE. s e T T U eed, 7Y ] o Ratio - Inpatient
DR . L o S s : e Ratio
: K R i S R ‘7.00 8.00 3.00 < 10,00 - -
INPATIENT. ROUTINE SERVICE COST.CENTERS Lo : o - o o
30.00 (03000 ADULTS & PEDIATRICS 22,847,934 22,847,934 30.00
44,00 {04400| SKILLED NURSING FACILITY 0] 0] 44,00
45.00 {04500 NURSING FACILITY 0] 0 45.00
IANCILLARY SERVICE COST. CENTERS ! '. = S e
54.00 |05400| RADIOLOGY-DIAGNOSTIC 61,014 8,600 69,014 1.2956186 0.000000| 54.00
60.00 |06000| LABORATORY 455,763 67,000 522,763 0.849306 0.000000| 60.00
66.00 |06600{ PHYSICAL THERAPY 21,193 6,500 27,693 1.867223 0.000000| 66.00
69.00 06900 ELECTROCARDIOLOGY 22,240 1,200 23,440 0.945350 0.000000| 69.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0.000000 0.000000| 7:.00
73.00 [07300/DRUGS CHARGED TO PATIENTS 2,120,321 ¢ 2,120,321 0.838338 0.000000| 73.00
75.00 |07500/ASC_ (NON-DISTINCT PART) 0 0 0 0.000000 0.000000| 75.00
QUTPATIENT SERVICE:COST CENTERS : R c -
88.00 08800 RURAL HEALTH CLINIC 0 0 0 88.00
89.00 {08900 FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
89.01 |08901| FQRC 11 34,074 1 34,075 89.01
89.02 {08903| FQHC III 226,877 1 226,878 89.02
90.00 [09000| CLINIC 0 ol 0 0.000000 0. 000000; 90.00
91.00 |09100| EMERGERCY 0 0l 0 0.000000 0.000000; 91.00
92,00 |09200| OBSERVATION BEDS (NON-DISTINCT PART 0 0 0 0.000000 0.000000; 92.00
OTHER :REIMBURSABLE . COST- CENTERS L : R )
499.00 [09800] CHHC 0 s [¢ 99.00
101.00[10100] HOME HEALTH AGENCY 0 0 0 101.00
SPECIAL PURPOSE COST: CENTERS' N S
113.00{11300) INTEREST EXPENSE 113.00
200.00 subtotal (see instructions) 25,789,416 83,302 25,872,718 200.00
201.00 Less Observation Beds 201.00
202.00 Total {see instructions) 25,789,416 83,302 25,872,718 202.00

MCRIF3Z - 3.2.135.0




Health _Financial Systems o OSAWATOMIE STATE HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATEON OF RATIO OF COSTS TO CHARGES pProvidar CCN: 174004 |Period: worksheet €
From 07/01/2011 | Part I
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
Title XVIIT Hospital PPS
Cost Canter Description - .} PPS Inpatient] T T T T T
SRLITER e : Ratic
. L : S N 11.00
INPATIENT ROUTINE: SERVICE €OST CENTERS - i - B L . i IR . T
30.00 |03000; ADULTS & PEDIATRICS 30.00
44,00 |04400(SKILLED NURSING FACILITY 44,00
45.00 |04500| NURSING FACILITY 45.00
IANCTLLARY SERVICE COST CENTERS -: :- % L Ly e e S N
54,00 {05400| RADIOLOGY-DIAGNOSTIC 1.295616 54.00
60,00 [06000] LABORATORY 0.849306 60.00
66.00 |06600| PHYSICAL THERAPY 1.867223 66.00
69,00 |06900] ELECTROCARDIOLOGY 0.945350 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0. 000000 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0.838338 73.00
75.00 [07500)|ASC (NON-DISTINCT PART) 0.000000 75.00
OUTPATIENT SERVICE COST CENTERS .~ = - o : e e S
88.00 |08800|RURAL HEALTH CLINIC 88.00
89,00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 89.00
89,01 08901 FQHC II £89.01
89,02 [08903|FQHC III 89.02
90,00 [09000;CLINIC 0.000000, 90.00
91,00 {09100, EMERGENCY 0.000000 91.00
92,00 09200 OBSERVATION BEDS (NON-DISTINCT PART 0.000000 92.00
OTHER REIMBURSABLE COST CENTERS i '« .0 v/"r - R . PR
99.00 |09900] cMHC 99.00
101.00/10100] HOME HEALTH AGENCY 101.00
SPECIAL: PURPOSE COST CENTERS .~ i L R : E I
113.00|11300] INTEREST EXPENSE 113.00
200.00 subtotal (see instructions) 200.00
201,00 Less Observation Beds 201.00
202.00 Total (see instructions) 202.00

MCRIF32 - 3.2.135.0



Health Financial Systens OSAWATOMIE STATE HOSPITAL o In Lieu of Form €M5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 174004 |Period: vorksheet C

From 07/01/2011 ; Part I

To 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

Title XIX Hospital Cost
C'cost. Center Description - Total Cost . {Therapy Limit} Total Costs | . " RCE 1 Total Costs.-
S e (from wkst. B;] . adj. o op s Disallowance |- RN B
Part-X,:gol, "] < o : L : :
26) . 2% I DI : _ o
s i i Lo 1700 2,00 0 3.00 . 4.00 5.00 - T E
INPATIENT ROUTINE SERVICE COST CENTERS : T : s : L e
30.00 [03000|ADULTS & PEDIATRICS 23,003,554 23,003,554 0 0f 30.00
44,00 |04400]SKILLED NURSING FACILEITY 1] G 0 0} 44,00
45.00 04500/ NURSING FACILITY 0] 0 0 0 45.00
IANCILLARY - SERVICE- COST CENTERS R A
54.00 (05400|RADIOLOGY-DIAGNOSTIC 90,193 90,193 0 0 54.00
60.00 |06000| LABORATORY 443,986 443,986 0 0| 60.00
66.00 |06600; PHYSICAL THERAPY 51,709 0 51,709 0 0| 66.00
69.00 [06900; ELECTROCARDIOLOGY 22,159 22,159 0 0| 69.00
71.00 07100/ MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 0| 71.00
73.00 {07300] DRUGS CHARGED TO PATIENTS 1,777,545 1,777,545 0 0| 73.00
75.00 [07500]ASC (NON-DISTINCT PART) 0 0 0 0] 75.00
OUTPATIENT. SERVICE COST CENTERS - LI R L Coen B
88.00 [0BBOD|RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 |08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 4 0 89.00
89.01 |08901| FQHC II 27,217 27,217 0 0} 89.01
89,02 |08903| FQHC III 718,858 718,858 0 0} 89.02
90,00 |09000| CLINIC 0 0 0 0} 90.00
931,00 {09100| EMERGENCY 0 0 0 0f 91.00
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART 0 9] 0] 92.00
OTHER REIMBURSABLE COST CENYERS Lo LI T ] C o
99.00 [09900] CMHC 0 0 0] 99.00
101.00{10100] HOME HEALTH AGENCY 0 0 0]101.00
SPECTAL PURPOSE COST CENTERS. = - : : NN L
113.00|11300| INTEREST EXPENSE 113.00
200.00 subtotal (see instructions) 26,135,221 0 26,135,221 0 01200.00
201.00 Less Observation Beds 0 [ 0]201.00
202.00 Total (see instructions) 26,135,221 0 26,135,221 0 0]202.00

MCRIF32 - 3.2.135.0




Health Financial Systems

... OSAWATOMIE STATE HOSPITAL

In Lieu of Form cM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 174004 |Period: worksheet C
From 07/01/2011 Part 1
TO 06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
Title XIX Hospital Cost
e TR _ Lcharges - : T
Cost: Center Description : - ~Inpatient outpatient . |Total (col. 6{cCost or Other] . TEFRA. -
e : SR SRR ST b col 7). ‘Ratio: .| “Inpatient.:
L co LT . . . R . ;Rat'io
R R R .6.00 7.00: 800y 8,00 0 s 10,00 o
INPATIENT ROUTINE SERVICE COST CENTERS o ) e el T e e :
30.00 [03000{ADULTS & PEDIATRICS 22,847,934 22,847,934 30,00
44,00 [04400{SKILLED NURSING FACILITY 0 v 44,00
45.00 04500/ NURSING FACILITY 0 0 45.00
IANCILLARY SERVICE COST CENTERS e e e S e e AR S :
54.00 |05400] RADIOLOGY-DIAGNOSTIC 61,014 8,600 69,614 1,295616 0.000000( 54.00
60.00 |06000] LABORATORY 455,763 67,000 522,763 0.849306 0.000000| 60.00
66.00 (06600) PHYSICAL THERAPY 21,193 6,500 27,693 1,867223 ¢.000000| 66.00
69.00 (06900 ELECTROCARDIOLOGY 22,240 1,200 23,440 (.945350 0.000000! 62.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0 (.000000 0.000000 71.00
73.00 [07300{DRUGS CHARGED TO PATIENTS 2,120,321 o) 2,120,321 0.838338 0.000000; 73.00
75.00 107500{ASC (NON-DISTINCT PART) 0 0] 0 (. 000000 0.000000; 75.00
OUTPATIENT SERVICE €OST CENTERS - - B T SN TSI SR A o : o
88.00 JOBB00 RURAL HEALTH CLINIC 0 0 0.000009 0.000000; 88.00
89.00 {08900] FEDERALLY QUALIFIED HEALTH CENTER 1) 0 0. 000000 (.000000| 89.00
89.01 {08901l FQHC IT 34,074 34,075 0.798738 0.000000| 89.01
89.02 |08903| FQHC I1I 226,877 226,878 3.168478 0.000000| 89.02
90.00 (09000 CLINIC 0 0 0.000000 0.000000| 90.00
91.00 (09100] EMERGEKCY 0 0 0.000000 0.000000| 91.00
92.00 [09200|0BSERVATION BEDS (NON-DISTINCT PART 0 0 0., 000000, 0.000000] 92.00
OTHER REIMBURSABLE COST CENTERS -1 . - ool T S
99.00 |09900| CMHC 0 99.00
101. 00{10100| HOME HEALTH AGENCY 0 101.00
SPECIAL PURPOSE COST CENTERS -
113.00{11300| INTEREST EXPENSE 113.00
200.00 subtotal (see instructions) 25,789,416 83,302 25,872,718 200,00
201.00 Less Observation Beds 201,00
202.00 Total (see instructions) 25,789,416 83,302 25,872,718 202,00

MCRIF32 - 3.2.135.0




Health Financial Systems R OSAWATOMIE STATE HOSPITAL . 1Ip Lieu of Form CM5-2552-10

COMPUTATION OF RATIO OF CO pProvider CCN: 174004 | Period: worksheet C

From 07/01/2011 | Part I

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

Title XIX Hospital cost
L cost-CefiteriDescription “iPPS. Inpatient|’ LI L AT sl L
T T Ratio
L R _ 11,00

INPATIENT ROUTINE SERVICE COST. CENTERS : : o
30.00 [02000{ADULTS & PEDIATRICS 30.00
44.00 [04400; SKTLLED NURSING FACILITY 44,00
45.00 [04500{NURSING FACILITY 45.00

IANCILLARY SERVICE COST CENTERS . e . S o ] i :
54.00 |05400] RADTOLOGY-DIAGNOSTIC 0.000000, 54,00
60.00 |06000 LABORATORY 0.000000 60.00
66.00 |06600 PHYSICAL THERAPY 0.000000 66.00
69.00 06900 ELECTROCARDIOLOGY 0.000000 69.00
71.00 [07100|MEDICAE SUPPLIES CHARGED TO PATIENT 0. 000000 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0.000000, 73.00
75.00 07500/ASC (NON-DISTINCT PART) _0.000000 75,00

QUTPATIENT. SERVICE COST.CENTERS. - R e : ) :
88.00 {08800|RURAL HEALTH CLINIC 0.0000600 88,00
89.00 (08900 FEDERALLY QUALIFIED HEALTH CENTER 0.000000, 89.00
89.01 (08901 FQHC IX G¢.000000, 89.01
89.02 (08903 FQHC IXE 0.000000 89.02
20.00 |09000| CLINIC 0.000000 90,00
91.00 |09100| EMERGENCY 0.000000 91.00
92.00 {09200{CBSERVATION BEDS (NON-DISTINCT PART 0.000000 92.00

OTHER ‘REIMBURSABLE COST CENYERS - . - .- B Co s ; : - -
99.00 [09900| CMHC 99,00
101.00[101G0{ HOME HEALTH AGENCY _ _ _ _ 101,00

SPECTAL: PURPOSE COST. CENTERS - L SR e B : k : .
113.00{11300] INTEREST EXPENSE 113.00
200.00 subtotal (see instructions) 200,00
201,00 Less Observation Beds 201.00
202.00 Total (see instructions} 202.00

MCRIF3Z - 3.2.135.0




Health Financial Systems OSAWATOMIE STATE HOSPITAL In tieu of Form cMsS-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 174004 |Period: worksheet D
From 07/01/2011{ Part I
To 06/30/2012 | bate/Time Prepared:
o 12/27/2012 8:32 am
Title XvIiX Hospital PPS
s LCest Center.pescription o “capital Swing Bed 1. “Reduced :|Total PatientPer biem (col.
e L e e T Related Cost | “Adjustment '{ --Capital = . - .. pays. - | '3 / col. 4).
_{(from wkst. 8, sl Related sCost o FAEI : ’
Clpart IT, col, {col. 1 -rcol.| -
B R : T .00 2,00 3.60 T 4:00 - 5.00
INPATIENT ROUTINE SERVICE. COST CENTERS i I ) SO :
30.00 |03000|ADULTS & PEDIATRICS 838,811 0 838,811 64,329 13.04; 30.00
44 .00 |04400|SKILLED NURSING FACILITY 0 0 ; 0.00{ 44.00
45,00 [04500|NURSING FACILITY 0 0 0 0.00| 45.00
200.900 Total (lines 30-199) 238,811 838,811 64,329 200.00

MCRIF3Z2 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPTTAL COSTS

Provider CCN: 174004

In Lieu of Form (M5-2552-10

period;
From 07/01/2011
To  08/30/2012

Worksheet D
part I

pate/Time Prepared:
| 12/27/2012 8:32 am

Title XVIII Hospital PPS
CoCost Center:description o v i Inpatient Inpatient Sl PR B
S LT program days Program
LI ‘Capital- Cost
C (col. 5 X col.
ER Rt e
S L L L L R LY 7.00
INPATIENT ROUTINE  SERVICE COST CENYERS ST e ) L
30.00 [03000/ADULTS & PEDIATRICS 8,802 114,778 30.00
44,00 {04400|SKILLED NURSING FACILITY 0 0, 44,00
45.00 |04500|NURSING FACILITY 0 0 45.00
200.00, Total (lines 30-199) 8,802 114,778 200.00

MCRIF32 - 3.2.135.0




Health Financial Systems OSAWATOMIE STATE HOSPITAL _In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 174004 (pPeriod: worksheet D

From 07/01/2011 | Part II

To  06/30/2012 | Date/Time Prepared:
12/27/2012 8:32 am

Title XVIIL Hospital PPS

- Cost Center Description capital. | Total. charges {Ratio of ‘Cost| —Inpatient -|Capital Costs
S ! L - (from wkst, C, Charggs i . Program -] (column 3 X"
E -I,cel. e -] " coltumn 43
B e e e e e e 200 4.00 5,00
IANCILLARY SERVICE. COST:CENTERS - L 3 - ] K

54,00 105400| RADIOLOGY~DIAGNOSTIC 69,614 0.065734 19,618 1,290( 54.00
60,00 (06000| L ABORATORY 6,644 522,763 0.012709 100, 354 1,275( 60.00
66.00 (06600 PHYSICAL THERAPY 4,583 27,693 (.165493 5,175 856| 66.00
69,00 (06900 ELECTROCARDIOLOGY 1,786 23,440 0.076195 5,254 400( 69.00
71.00 (07100{MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0.000000 0 0} 71.00
73.00 (07300|DRUGS CHARGED TO PATIENTS 20, 360, 2,120,321 0.009602 262, 366, 2,519( 73.00
75.00 |07500/ASC (NON-DISTINCT PART) kY 0 0.000000 0 0} 75.00

OUTPATIENT.SERVICE COST CENTERS . ) - : :
88.00 {08800 RURAL HEALTH CLINIC ¢ 0 0.000000 0 0| 88.00
89.00 [08900| FEDERALLY QUALIFIED HEALTH CENTER 0, 0 0.000000 0 0} 89.00
89.01 |08901|FQHC II 2,069 34,075 0.060719 0 0| 89.01
89.02 |08903|FQHC IIT 5,403 226,878 0.023815 0 0| 89.02
90.00 |09000; CLINIC 0 0 0.000000 0 0| 90.00
91,00 |09100] EMERGENCY 0 0 0.000000 0 0| 91.00
92,00 [09200] OBSERVATION BEDS (NON-DISTINCT PART Q 0 0. 000000 0 0| 92.00
200. 00 Total (lines 50-199) 45,421 3,024,784 392,767 6,340(200.00

MCRIF3Z - 3.2.135.0




Health Financial Systems . . _OSAWATOMIE STATE HWOSPITAL ... .. ... In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS provider CCN: 174004 |pPeriod: worksheet D

From 07/01/2011 | Part IIT

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

Title XVIEI Hospital PPs
LorirCestoCenter Description oo U oNgrsing  SchooliAlTied Health) i oAl1-Other | Swing-Bed | Tetal Costs
R R R P Tt | Medical | Adjustment. ] (sum of cols.

conoCost

~Education Cost| Amount (see -} 1 through 3,
GihRe instructions) iminus ¢ol. 4)

R N S T o 1,00 TTTTR00 ] 3160 400 i 5.00
INPATIENT. ROUTINE SERVICE COST CENTERS' L ) Sl ) L ) )
30.00 [03000 ADULTS & PEDIATRICS 0 0 0 0 0| 30.00
44.00 |04400; SKILLED NURSING FACILITY 0 0 0 0| 44.00
45.00 |04500|NURSING FACILITY 0 0 0 0| 45.00
200.00 Total (lines 30-199) 0 0 0 0]200.00

MCRIF32 - 3,2.135.0



Health

Financial Systems

OSAWATOMIE_STATE HOSPITAL

In Lieu of Form CMS$-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS provider CCN: 174004 | Period: worksheet D
Erom 07/01/2011 | part I11
To  06/30/2012 | pate/Time Prepared:
. 12/27/2012 8:32 am
Title XVIII Hospital PPS
Cost Centef Description: Total ‘Patient [Per Diem (col.] Ippatient . Inpatient - PSA Adj.: -
R SR Chripaysititi -5 -zocol.. 8)..) Program Days | . Program: - ‘iNursing School
s R e e s st o] pass -Thirough RTINS
R : Co st (el 7 X o
. S T It s
L o T . 6.00. 0 8.00 oni n9,00 11.006
INPATIENT ROUTINE SERVICE 'COST CENTERS S v -
30.00 (03000, ADULTS & PEDIATRICS 64,329 8,802 0 0| 30.00
44,00 |04400, SKILLED NURSING FACILITY 0 0 Q| 44.00
45.00 |04500|NURSING FACILITY 0 0 0 45.00
200.00 Total (lines 30-199) 64,329 8,802 0 01200.00

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

In Lieu of Form CMS-2552-10

provider CCN: 174004

period:
From 07/01/2011
To 06/30/2012

worksheet D
Part IIT

pate/Time Prepared:

112/27/2012 8:32 am

Title

-Cost Center Description: : .

1 -psa adj.
- {Allied Health

- Cost

psA Adj.all. o
other Medicalyj: ..

education ‘Cost

XVIII

Hospita1

PRS

INPATIENT ROUTINE SERVICE COST CENTERS -

12,00

13,00 -

30.00 [03000(ADULTS & PEDIATRICS
44,00 |04400|SKILLED NURSING FACILITY
45.00 |04500|NURSING FACILITY

200,09 Total (1ines 30-19%)

caooal [

coool

MCRIF32 - 3.2.135.0




Health Financial Systems OSAWATOMIE STATE HOSPITAL ... In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT/CUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 174004 (pPeriod: worksheet D
THROUGH COSTS From 07/01/2011 | Part Iy

To  06/30/2012 [ pate/Time Prepared:
12/27/2012 8:32 am

Title XVirx Hospital PPS o
-Cost’ Center Description “oz i dNon Physician Nursing SchooljAllied Healthi A1l other - :Total Cost- |- 2" -
R : e i anesthetist Lo e Medical " (sum-of-col-1. .7
- QoS T . . i Education Cost] through_col.
i : ; 08 Do
: EEEENRERN TR 00 ) 2,00 ~3.00 T 4.00 5.00
IANCILLARY SERVICE COST CENTERS : o i : : o i
54.00 |05400| RADIOLOGY-DIAGNOSTIC v 0 0 0] 54.00
60.00 [06000( L ABORATORY 0 0 0 0] 60.00
66.00 [06600! PHYSICAL THERAPY 0 0 0 0! 66.00
69.00 (06900| ELECTROCARDIOLOGY 0 0 0 01 69.00
71,00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENT G 0 ¢ 0} 71.00
73,00 |07300|DRUGS CHARGED TO PATIENTS ¢ 0 0 0{ 73.00
75.00 |07500/ASC_(NON-DISTINCT PART) 0 0 0 2| 75.00
OUTPATIENT SERVICE COST:CENTERS. : " . . G o
88.00 [08800| RURAL. HEALTH CLINIC v 0 0 0| 88.00
89.00 [08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0| 89.00
89.01 (08901 FQHC II 0 0 0 0| 89.01
89.02 |08903 FQHC IIT 0 0 0 0| 89.02
90.00 |09000; CLINIC 0 0 0 6l 90.00
91,00 [09100] EMERGENCY 0 0 0 0} 91.00
92,00 |09200] OBSERVATION BEDS (NON-DISTINCT PART 0 0 0 0} 92.00
200,00 Total (1ines 50-199) 0 0 0 0]200.00

MCRIF3Z - 3.2.135.0



Health Financial Systems OSAWATOMIE STATE HOSPITAL ) _In tieu of Form CMs-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 174004 (P worksheet D

eriod:

From 07/01/2011 | part Lv

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am__

THROUGH COSTS

Title XVIIE Hospital PPS
. Cost-Center Description. - 15 Total " [ Total Charges |Ratio .of Cost| -Outpatient. | .Inpatient
T TR S | . outpatient “j(from wkst: .C,|.to charges  [Ratio of Cost} *':Program
s} cost-(sumiof ¥ part I, col, {(col. 5 + col.} to Charges.'| .. Charges
snleel, 2, 3 and |7 B) (1 IR 5 fcal. 65 colif
e N S RS ) gy L :
LU - T e s 600 8.00 . 10.00
IANCILLARY SERVICE COST CENTERS T . L 3
54.00 {05400} RADIOLOGY~DIAGNOSTIC 0 69,614 0.000000 0.000000 19,618| 54.00
60.00 |06000] LABORATORY 0 522,763 0.000000 0.000000 100,354} 60.00
66.00 |06600] PHYSICAL THERAPY 1] 27,693 0. 000000 0.000000 5,175 66.00
69.00 |06900; ELECTROCARDIOLOGY 0 23,440 0. 000000 0.000000 5,2541 69,00
71.00 [07100;MEDICAL SUPPLIES CHARGED TO PATIENT 0 0 0.000000 0.000000 0 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 2,120,321 0.000000 0.0000600 262,366] 73,00
75.00 |07500)|ASC (NON-DISTINCT PART) 0 0 0.000000 0.000000) Q| 75.00
QUTPATIENT. SERVICE COST. CENTERS T S - Tl
88.00 [08B00[RURAL HEALTH CLINIC 0 0 0.000000 0.000000 0| 88.00
89.00 [08900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0. 400000, 0] 89.00
89.01 {08901 FQHC IIX 0 34,075 0.000000 0. 000000, 0] 89.01
89.02 08903 FQHC III 0 226,878 0.000000 0.000000 0] 89.02
90.00 |09000! CLINEC 0 0 0.000000 0.000000 0] 90.00
91.00 |09100| EMERGENCY : 0 0 0.000000, 0.000000 0] 91,00
§92.00 |09200|0BSERVATION BEDS (NON-DISTINCT PART 0 0] 0.000000 0.000000 0] 92.00
200.00 Total (lines 50-199) 0 3,024,784 392,767(200.00

MCRIF32 ~ 3.2.135.0




Health Financial Systems e OSAWATOMIE STATE HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT/OQUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 174004 |pPeriod: wWorksheet D
THROUGH COSTS From 07/01/2011) Part 1Iv

To  06/30/2012 | bate/Time Prepared:
12/27/2012 8:32 am__

Title XVIII Hospital PPS
a1 Cost Center Description - ‘Inpatient. .| outpatient. | .outpatient .| PS5A Adj. Non PSA Adj.
R [T Program - 'L - program:. | < Program .| ~Physician (Nursing school
Pass-Thirough:| - Charges '} Pass-Through | ‘Anesthetist I
Vijcosts (coli 8] it icosts (col." 9 Cost
x col, 10). A M .o ) Y3 ) )
e ey eI 31,00 12,00 13,00 21,00 o
IANCELLARY. SERVICE COST CENTERS : c : R ) ) L
54.00 05400 RADIOLOGY-DIAGNOSTIC 4] 8,564 0 0 54.00
60.00 (06000, LABORATORY 0 66,735 0 0 60.00
66.00 (06600 PHYSICAL THERAPY 0 6,481 0 0| 66.00
69.00 |06900( ELECTROCARDIOLOGY 0 1,073 0 0] 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 Q 0 0 71.00
73.00 (07300|DRUGS CHARGED TO PATIENTS 0 0 0 0] 73.00
75.00 [07500]ASC {NON-DISTINCF PART) 0 0 9 0| 75.00
QUTPATIENT SERVICE COST CENTERS S : S
88.00 [08800|RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 08900 FEDERALLY QUALIFIED HEALYH CENTER 0 0 0 0l 82.00
89.01 (08901 FQHC IX 0 0 0 0| 89.01
89.02 |08903|FauC IIX 0 0 0 0| 89.02
90,00 |09000| CLINIC v; 0 0 0/ 90.00
91.00 [09100| EMERGENCY v; 0 0 0] 91.00
92.00 [09200;0BSERVATION BEDS (NON-DISTINCT PART v 0 0 ¢l 92.00
200.00 Total (lines 50-199) 0 82,853 0 ¢[200.00

MCRIF32 - 3.2.135.0



Health Financial Systems o OSAWATOMIE STATE HOSPITAL __.In Lieu of Form CMS$-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILIARY SERVICE OTHER PASS provider CCN: 174004 |Period: wWorksheet D

THROUGH COSTS From 07/01/2011f Part Iv

To  06/30/2012 | pate/Time Prepared:
32/27/2012 8:32 am

Title XVIIX Hospital PPS
T Cost center: Pescription: - ST PSA ALt PSACAT L AT b e T T Cl
R Rt il s U TAllded Health | other Medical b o
s e educarion Costh

: - ) o Sl A 23,000 P4 00 R

JANCILLARY. SERVICE -COST:-CENTERS ' TS ST
54,00 |05400( RADIOLOGY-DIAGNOSTEC i 0 54,00
60.00 [06000] LABORATORY 0 0 60.00
66,00 |06600 PHYSICAL THERAPY 0 0 66.00
69,00 |06900| ELECTROCARDIOLOGY 0 0 69.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATEENT 0 0 71.00
73.00 |07300[DRUGS CHARGED TO PATIENTS 0 0 73.00
75.00 [07500(ASC (NON-DISTINCT PART) O 0 75.00

QUTPATIENT SERVICE COST CENTERS =~ - : ’
88,00 (0BBOO|RURAL HEALTH CLINIC 0 0 88.00
89.00 (08900} FEDERALLY QUALIFIED HEALTH CENTER 0 0 89.00
89.01 |08901!FQHC II 0 0 89.01
89.02 |08903{ FQHC IIX 0 0 89.02
90.00 {09000, CLINIC 0 0 90.00
91.00 {09100 EMERGENCY 0 0 91.00
92.00 {09200{OBSERVATION BEDS (NON-DISTINCT PARF 0 0 92.00
200. 00] Total (lines 50-199) 0 0 200.00

MCRIF32 - 3.2.135.0



Health Financial Systems OSAWATOMIE STATE HOSPITAL In Liey of Form CM$5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 174004 |Period: worksheet D

From 07/01/2011 | part v

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

Title XVIII Hospital PP5S
T Charges . o e
PPS Reimbursed! i Cost .1l - I COSt
‘Ratio From: |Services (see| - Reimbursed: |  Reimbursed

“iworksheet ¢, |~ dpst)) -0 . Services . | services Noet i .-

Spart "I, col, 2 ‘ ~{.:subject Te. | subject To.i

f e ped. & Coins. |ped. & Coins. |,

o : {see dinst.) | ‘(see dinst,
I S 1.60 2,00 3,000 [ 04,0000
IANCILLARY. SERVICE COST. CENTERS L L S
54.00 (05400 RADIOLOGY~DTAGNOSTIC 1.295616 8,564 0 0 54,00
60.00 |06000{ LABORATORY 0.8493006 66,735 0 0 60,00
66.00 |06600| PHYSICAL THERAPY 1.867223 6,481 0 0 66.00
69,00 |06900{ ELECTROCARDIOLOGY 0,945350 1,073 0 0 69.00
71,00 j07100{MEDICAL SUPPLIES CHARGED TO PATIENT 0.000000 0] 0 0 71.00
73,00 {07300;DRUGS CHARGED TO PATIENTS (.838338 0 0 0 73.00
75.00 {07500;ASC_(NON-DISTINCT PART) 0.000000 0 0] 0 75.00
QUTPATIENT SERVICE COST CENTERS ) ) - R o
88.00 |08800 RURAL HEALTH CLINIC 0. 000000 88.00
89.00 |08900] FEDERALLY QUALIFIED HEALTH CENTER 0., 000000, 89.00
89.01 |0890%( FQHC 1T 0, 000000, 89.01
89.02 |08903| FQHC ITE 0,000000 89.02
90.00 [09000| CLINIC 0., 000000 0 0 0 90.00
91.00 {09100 EMERGENCY 0.000000 0 0 0 91.00
92.00 {09200{0BSERVATION BEDS (NON-DISTINCT PART 0.000000 0 0 0 92.00
200.00 subtotal (see instructions) 82,853 0 0 200.00
201,00 Less PBP Clinic Lab., Services-Program 0 0 201.00
only Charges

202.00 Net Charges {1ine 200 +/- line 201) 82,853 ) 0 202.00

MCRIF32 -~ 3.2.135.0



Health Financial Systems OSAWATOMIE STATE HOSPITAL . _..In Lieu of Form CM5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 174004 |period: worksheet D

From 07/01/2011 | Part v_

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

Title XVIII Hospital PPS
. 'Cost Center Description . - “ PPS Services | - Cost.. . Clgest
R s R T : ‘{see inst.) | “Reimbursed Reimbiirsed

: L] Cservices services Not

.|i-subject To subject To .

“lped.-& Coins, jped. & Coins.

Phnmie o 1o (sen inst.) | {see inst.)
: LT e L5000 6.00 7.00 :
IANCILLARY SERVICE COST-'CENTERS '+ -t 77 e E -
54.00 105400 RADIOLOGY-DIAGNOSTIC 11,096 0 0 54.00
60.00 [06000( LABORATORY 56,678 0 0 60.00
66.00 (06600 PHYSICAL THERAPY 12,101 0 0 66.00
69.00 [06900| ELECTROCARDIOLOGY 1,014 0 0 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0 0] 0 71.00
73.00 [07300]DRUGS CHARGED TO PATIENTS 0 0 0 73.00
75.00 [07500]|ASC (NON-DISTINCT PART) 0 0 0 75.00
IOUTPATIENT ' SERVICE COST CENTERS -
88.00 |OBBOO|RURAL HEALTH CLINIC Ly 0 0 88.00
89.00 [0B900| FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
89.01 (08901|FQHC II 0 0 0 89.01
89.02 [08903|FQHC III 0 0 0 89.02
90.00 (09000 CLINIC 0 0 0, 90.00
91.00 (09100 EMERGENCY 0 0 0] 91.00
92.00 [09200] OBSERVATION BEDS (NON-DISTINCT PART 0 0 0] 92.00
200.00 Subtotal (see instructions) 80,889 0 0 200.00
201.00 Less PBP Clinic Lab. Services-Program 0 201.00
onty charges

202.00] Net Charges (line 200 +/- Tine 201) 80,889 0 0 202.00

MCRIF32 - 3.2.135.0



Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Liew of Form ¢MS-2552-10

COMPUTATION OF INPATIENT OPERATING COST pProvider CCN: 174004 |pPeriod: worksheet D-1
from 07/01/2011
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
Title XVIII Hospital PPS
e Cost Center Description e e R TR
: L 00

1.00

10.00

11.00

12.00

13.00
14.00
.00
16.00

17.00

18.00
19.00
20.00

21.
22,

[t
00
23.00
24.00
25.00

26.
27.

00
00

28.
29.
30.
31.
32.
33.
34,
35.
36,
37.

00
00
00
00
Q0
Q0
00
00
00
00

.00
.00
.00
.00

PART X '~ ALL PROVIDER COHPONENTS

INPATIENT -DAYS

64,329

Inpatient days (including private room days and swing-bed days. exc'ludmg newborn)

Inpatient days (including private room days, excluding swing-bed and newborn days) 64,329
Private room days (excluding swing-bed and observation bed days). If you have only private room days, 0
do not complete this line.

Semi-private room days (excluding swing-bed and observation bed days) 64,329
Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 0
reporting period

Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0
reporting period (if calendar year, enter 0 on this lined

Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost 0
reporting period

Total swing-bed NF type inpatient days (including private room days) after becember 31 of the cost 0
reporting period (if calendar year, enter O on this T1ine)

Total inpatient days including private room days applicable to the Program (excluding swing-bed and 8,802
newborn days)

swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) 0
through December 31 of the cost reporting period (see instructions)

Swing-bed SNF type inpatient days applicable to title XvIII only (including private room days) after 0
becember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

Swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0
through December 31 of the cost reperting period

swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 1]
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

Medically necessary private room days applicable to the Program (excluding swing-bed days) 0
Total nursery days (title v or XIX only) 0
Nursery days (title Vv or XIX only) 0
SWING ‘BED ADJUSTMENT i )

Medicare rate for swing-bed SNF services app11cable to services through December 31 of the cost 0.00
reporting period

Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00
reporting period

Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00
reporting period

Total general inpatient routine service cost (see instructions) 23,003,554
swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0
5 x line 17

swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0
x Tine 18)

Swin?—hed cost applicable to NF type services through December 31 of the cost reporting period (line 4]
7 x Tine 19)

swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0
x Tina 20)

Total swing-bed cost (see instructions) 1]
General inpatient routine service cost net of sw1ng bed cost (line 21 minus line 26) 23,003,554
PRIVATE ROQM DIFFERENTIAL ADFUSTMENT : R
General inpatient routine service charges (exc1ud1ng sw1ng -bed charges) 22,847,934
Private room charges (excluding swing-bed charges) 0
semi-private room charges (exciuding swing-bed charges) 22,847,934
General inpatient routine service cost/charge ratic (line 27 + Jine 28) 1.006811
Average private room per diem charge (1ine 29 + 1ine 3) 0.00
Average semi-private room per diem charge (line 30 + Jine 4) 355.17
Average per diem private room charge differential (Tine 32 minus line 33)(see instructions) 0.00
Average per diem private room cost differential (}ine 34 x line 31) 0.00
Private room cost differential adjustment (line 3 x Tine 15) 0
General inpatient routine service cost net of swing-bed cost and private room cost differential (line 23,003,554
27 minus line 36)

PART -II - HOSPITAL AND SUBPROVIDERS ONLY

PROGRAM: INPATIENT OPERATING COST BEFORE' PASS THROUGH .COST ADJUSTHENTS R
Adjusted general inpatient routine service cost per diem (see instructions) 357.59
Program general inpatient routine service cost (line 9 x line 38) 3,147,507
Medically necessary private room cost applicable to the program (line 14 x line 35) 1]
Total Program general inpatient routine service cost (line 39 + Tine 40) 3,147,507

MCRIF3Z2 - 3.2.135.0
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Health Financial Systems

OSAWATOMIE STATE HOSPITAL

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 174004 | Period:
From 07/01/2011
To  06/30/2012

In Lieu of Form CM5-2552-10

worksheet D-1

Title XVIII Hospital

PPS

pate/Time Prepared:
12/27/2012 8:32 am

I Cost Center :Description - Sl Total .- Total Average:. Per ?rogram pays | Program Cost :
'j_ TR T “iirnpatient CostiInpatient Daysoiem (col. ' o (co? 3 x.col. i
R , 1 L - s CO} 2) X . 4) L
= : ) e 1.00 - 2.00" 23,00 - 4.00 5.00 S
42.00 |NURSERY (title v & XIX only) 42.00
Intensive Care Type Inpatient Hospital Umits
43.00 |INTENSIVE CARE UNIT 43.00
44,00 |CORONARY CARE UNIT 44,00
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00
47.00 |OTHER SPECIAL CARE {SPECIFY) 47.00
L L Cost ‘Center Descr1pt1on S -
i : 2 Lo .1.00 ¢ i
48.00 Program 1npat1ent anc111ary service cost (wkst D- 3 co1 3, 1line 200) 345,229] 48.00
49,00 |Total Program inpatient costs (sum of lines 41 through 48)(see 1nstruct1on5) 3,492,736} 49.00
PASS -THROUGH COST ADJUSTMENTS : ) : o
50.00 jPass through costs applicable to Program 1npat1ent rout1ne services (from wkst D, sum of parts I and 114,778 50.00
III)
51.00 {rass through costs applicable to Program inpatient ancillary services (from wkst. b, sum of Parts II 6,340] 51,00
and Iv)
52.00 [Total Program excludable cost (sum of Tines 50 and 51) 121,118| 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 3,371,618( 53.00
medical education costs (line 49 minus line 52)
TARGET. AMOUNT AND LIMIT COMPUTATION S B
54.00 |Program discharges 0| 54.00
55.00 |Target amount per discharge 0.060( 55.00
56.00 |Target amount (1ine 54 x l1ine 55) 0] 56.00
57.00 [pifference between adjusted inpatient operating cost and target amount {Iine 56 mipus line 53) 0] 57.00
58.00 |[Bonus payment (see instructions) 0| 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 59.00
market basket
60.00 |resser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00| 60.00
61.00 |If Tine 53/54 is less than the Tower of Tines 55, 59 or 60 enter the lesser of 50% of the amount by 0} 61.00
which operating costs (Tine 53) are Tless than expected costs (1ines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) 0 62.00
63.00 |Allowable Inpatient cost plus incentive payment (see 1nstruct1ons) 0 63.00
PROGRAM “INPATIENT- ROUTINE :SWING BED COST ) :
64,00 |Medicare swing-bed sNF inpatient routine costs through December 31 of the cost reporting per1od (See 0! 64.00
instructions) (title XVIII only)
65.00 iMedicare swing-bed SNF inpatient routine costs after pecember 31 of the cost reporting pericd (See 0 65.00
instructions) (title XvIII only)
66.00 Total Medicare swing-bed SNF inpatient routine costs (line 64 pTus line 65)(title XVIII only). For 0f 66.00
CAH (see instructions)
67.00 |Title v or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0f 67.00
{1ine 12 x Tine 19)
68.00 |Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68.00
(Fine 13 x Tline 20)
69.00 [Total title v or XIX swing-bed NF inpatient routine costs {line 67 + 1ine 68) Q| 69.00
PART- III -~ SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR-ONLY
70.00 |skilled nursing faciTity/other nursing facility/ICF/MR routine service cost (line 37) 70.00
71.00 |adjusted general inpatient routine service cost per diem (line 70 + Tine 2) 71.00
72.00 |Program routine service cost (line 9 x line 71) 72.00
73.00 |Medically necessary private room cost applicable te program (1ine 14 x line 35%) 73.00
74.00 {Total Program general inpatient routine service costs (Tine 72 + line 73) 74,00
75.00 {capital-related cost allocated to inpatient routine service costs (from Worksheet B, part II, column 75.00
26, Tine 45)
76.00 |per diem capital-related costs (line 75 + line 2) 76.00
77.00 [program capital-related costs (1ine 9 x 1ine 76) 77.00
78.00 |Inpatient routine service cost (1ine 74 minus line 77) 78.00
79.00 |Aggregate charges to beneficiaries for excess costs (from provider records) 79.00
80.00 |Total Program routine service costs for comparison to the cost limitation (line 78 minus 1ine 79) 80.00
81.00 |Inpatient routine service cost per diem limitation 81.00
82.00 |Inpatient routine service cost limitation (¥ine 9 x iine 81} §2.00
83.00 |reasonable inpatient routine service costs {see instructions) 83.00
84.00 lprogram inpatient ancillary services (see ipstructions) 84.00
85.00 [utilization review - physician compensation (see instructions) 85.00
86.00 [Total Program inpatient operating costs (sum of lines 83 through 85) 86.00
PARY IV - COMPUTATION OF OBSERVATION -BED PASS THROUGH COST
87,00 [Total observation bed days (see instructions) 0| 87.00
88.00 |adjusted general inpatient routine cost per diem (line 27 + line 2) 0.00( 88.00
89,00 iobservation bed cost (line 87 x line 88) (see instructions) 0] 89.00
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Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 174004 |Period: worksheet D-1
From 07/01/2011
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am
Title XVIII Hospital PPS
o Cost Center pescription . | routine Cost { icolumn. 1 + ‘Totalt Obsetvation
T e S Obsérvation i  'ged Pass

- |(From Yine-27)

Secolumn 2
B G sed Cost - (Frem

- line 89

Through Cost
(col. 3 x col.

Sy Te4) (see
DL i c Hinstructions)
R R N S ) —2.00 .. 3.00 300 1. . 5.00
COMPUTATION -OF OBSERVATION BED: PASS THROUGH COST ) e S o Lo AR S
90.00 |Capital-related cost 838,811 23,003,554 0.036464 0 Q| 9000
91.00 |Nursing School cost 0 23,003,554 0.000000] 0 0| 91.00
92.00 |Allied health cost 0 23,003,554 0.000000 0 0} 92.00
93.00 |A11 other Medical £ducation 0 23,003,554 0.000000, 0 0} 93.00

MCREIF32 - 3.2.135.0




OSAWATOMIE STATE HOSPITAL o In Lieu of Form CMS-2552-10
provider CCN: 174004 |Period: Worksheet D-1

From (7/01/2011
To  06/30/2012 | pate/Time Prepared:
12/27/2012 8:32 am

Title XIX Hospital Cost
cost Center Descr!ptwn R Lo B : TN E s
Lo 1,00
PART X -~ “ALL PROVIDER COMPONENTS, e
INPATIENY DAYS & - o A ) R -
1.00 | Inpatient days {including private room days and swing- bed days, exc'ludmg newborn) 64,329 1.00
2.00 [Inpatient days (including private room days, excluding swing-bed and newborn days) 64,329 2.00
3.00 iprivate room days (excluding swing-bed and observation bed days). If you have only private room days, 0| 3.00
do not complete this line.
4.00 |semi-private room days (excluding swing-bed and observation bed days) 64,329 4.00
5.00 |[Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost 0| 5.00
reporting period
6.00 |Total swing-bed SNF type inpatient days (including private room days) after pecember 31 of the cost 0] 6.00
reporting period (if calendar year, enter 0 on this line)
7.00 |Total swing-bed NF type impatient days (including private room days) through December 31 of the cost 0| 7.00
reporting period
8.00 [Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 0] 8.00
reporting period (if calendar year, enter 0 on this line)
9.00 [Total inpatient days including private room days applicable to the program (excluding swing-bed and 3,4621 9.00
newborn days)
10.00 |swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) 0} 10.00
through pecember 31 of the cost reporting period (see instructions)
11.00 |swing-bed SNF type finpatient days applicable to title XvIII only (including private rcom days) after 0; 11.00
pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tined
12.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0] 12.00
through pecember 31 of the cost reporting period
13.00 |{swing-bed NF type inpatient days applicable to titles v or XiX only (including private room days) 0] 13.00
after pecember 31 of the cost reporting period (if calendar year, enter O on this line)
14.00 |{Medically necessary private room days applicable to the program (excluding swing-bed days) 0| 14.00
15.00 |Total nursery days (title Vv or XIX only) 0 15.00
16.00 |Nursery days (title vV or XIX on]y) 0] 16.00
SWING 'BED ‘ADIUSTMENT. B ) R i :
17.00 |Medicare rate for swing-bed SNF services app11cab1e to services through December 31 of the cost 0.00| 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00| 18.00
reporting peried
19.00 |Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00| 19.00
reporting period
20.00 |Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00| 20.00
reporting period
21.00 |Total general inpatient routine service cost (see instructions} 23,003,554) 21.00
22.00 [swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0} 22.00
5 x line 17)
23.00 [swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0] 23.00
x FTine 18)
24.00 [swing-bed cost applicable to NF type services through secember 31 of the cost reporting period (line 0 24.00
7 x line 19
25.00 [swing-bed cost applicable to NF type services after pecember 31 of the cost reporting period (line 8 0] 25.00
x Hine 20)
26.00 jTotal swing-bed cost (see instructions) 0| 26.00
27.00 {General dinpatient routine service cost net of swmg bed cost (11ne 21 minus 11ne 26) 23,003,554| 27.00
PRIVATE ROOM ‘DIFFERENTIAL ADJUSTMENT : : T e
28.00 [General inpatient routine service charges (exdudmg swing- bed charges) 22,847,934 28.00
29,00 [private room charges (excluding swing-bed charges) 0| 29.00
30.00 |semi-private room charges (excluding swing-bed charges) 22,847,934| 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 + line 28) 1.006811| 31.00
32.00 |Average private room per diem charge (line 29 + line 3) 0.00| 32.00
33.00 |Average semi-private room per diem charge (line 30 =+ line 4) 355.17) 33.00
34,00 |Average per diem private room charge differential (ine 32 minus line 33)(see instructions) 0.00} 34.00
35.00 |Average per diem private room cost differential (Tine 34 x Tine 31) 0.00; 35.00
36.00 [Private room cost differential adjustment (line 3 x Tine 35) 0} 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 23,003,554} 37.00
27 minus line 36)
PART II - HOSPITAL AND SUBPROVIDERS ONLY:
PROGRAM INPATIENT OPERATING COST BEFORE. PASS THROUGH COST ADIUSTMENTS : .
38.00 [adjusted general inpatient routine service cost per diem (see instructions) 357.59¢ 38.00
39,00 {program general inpatient routine service cost (line 9 x line 38) 1,237,977] 39.00
40.00 [Medically necessary private room cost applicable to the program (line 14 x line 35) 0| 40.00
41,00 |Total Program general inpatient routine service cost (¥ine 39 + line 40) 1,237,977] 41.00

MCRIF3Z2 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 174004 (Period: worksheet p-1
From 07/01/2011
To  06/30/2012 | pate/Time Prepared
o 12/27/2012 8:32 am
TitTe XIX Hospital Cost_
L Cost Center Description . -7 Yotal . Total ‘Average Per. | Progran Days | Program COSt
= LTI "Inpatieht_tostInpatzent Daysoiem Cool. 1o o (ol 3 X col.
Jos e do el 2y T : 4y
S T 11,00 200 w3, 00 4,00 5.00 )
42.00 {NURSERY (title Vv & XIX only) 42.00
Intensive Care Type Inpatient Hospital Units
43.00 |INTENSIVE CARE UNIT 43.00
44,00 |CORONARY CARE UNIT 44.00
45,00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00
47.00 OTHER SPECIAL CARE (SPECIFY) 47.00
T cost centei Descr}pt}on - B
L : [ : ol LR i, 00 R
48.00 Program 1npat1ent anc111ary service cost (wkst D 3, col. 3, 1ine 200} 113, 375 48.00
49,00 |Total program inpatient costs (sum of 11nes 41 through 48)(see instructions) 1,351,352] 49.00
PASS THROUGH COST ADJUSTMENTS C
50,00 [Pass through costs applicable to Program 1npat1ent rout1ne services {from wkst. 0, sum of Parts I and 0l 50.00
I1I)
$1.00 {Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0| 51.00
and IVv)
52.00 {Total Program excludable cost (sum of 1ines 50 and 51} 0] 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0| 53.00
medical education costs (line 49 minus line 52)
ITARGET AMOUNT AND . LIMIT COMPUTATION - L
54.00 [program discharges 0} 54,00
55.00 |Target amount per discharge 0.00; 55.00
56.00 |Target amount (Tine 54 x line 55) 0} 56.00
57.00 |[pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) 0 57.00
58.00 iBonus paymant {(see instructions) 0 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting periced ending 1996, updated and compounded by the ¢.00| 59.00
market basket
60.00 |Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00( 60.00
61.00 |z Tine 53/54 is Tess than the lower of Tines 55, 59 or 60 enter the Tesser of 50% of the amount by 0| 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60}, or 1% of the target
amount (line $&), otherwise enter zero (see instructions)
62.00 {relief payment (see instructions) 0] 62.00
63.00 |Allowable Inpatient cost plus incentive payment (see 1nstruct1ons) 0} 63.00
PROGRAM INPATIENT ' ROUTINE 'SWING BED COST - o i} P
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See 0} 64.00
instructions) (title XVIII only)
65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0| 85.00
instructions) (title XVIII only)
66.00 |Total Medicare swing-bed SNF inpatient routine costs (line 64 plus line 65)(title XVIII only). For 0| 66.00
CAH (see instructions)
67.00 [Title v or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0| 67.00
(Tine 12 x Tine 19)
68.00 {Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68,00
{line 13 x Tine 20)
69,00 |Total title Vv or XIX swing-bed NF inpatient routine costs (line 67 + 1ine 68) 0} 69.00
PART .III - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY
70.00 |skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 70.00
71.00 |[Adjusted general inpatient routine service cost per diem (Tine 70 + 1ine 2) 71.00
72.00 {Program routine service cost (line 9 x line 71) 72.00
73.00 |Medically necessary private room cost applicable to program (line 14 x Tine 35) 73.00
74.00 {Total Program general inpatient routine service costs {line 72 + line 73) 74.00
75.00 |{Capital-related cost allocated to inpatient routime service costs (from worksheet B, Part II, column 75.00
26, line 45)
76.00 |per diem capital-related costs (line 75 + Tline 2) 76.00
77.00 |program capital-related costs (line 9 x Tine 76) 77.00
78.00 |Inpatient routine service cost (1ine 74 minus 1ine 77) 78.00
79.00 jaggregate charges to beneficiaries for excess costs (from provider records) 79.00
80.00 [Total Program routine service costs for comparison to the cost limitation (line 78 minus line 79) 80.00
81.00 {Inpatient routine service cost per diem limitation 81.00
82.00 {Inpatient routine service cost Timitation (Tine 9 x line 81) 82.00
83.00 |Reasonable inpatient routine service costs (see instructions) 83.00
84.00 |Program 1npatient ancillary services (see instructions) 84.00
85.00 |utilization review - physician compensation (see instructions) 85.00
86.00 |Total Program inpatient operating costs {sum of lines 83 through 85) 86.00
PART. IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST | s
87.00 |Total observation bed days (see instructions) 0! 87.00
88.00 |Adjusted general inpatient routine cost per diem (Fine 27 = Tine 2) 0.00; 88.00
89.00 |oObservation bed cost (line 87 x line 88) (see instructions) 0i 89.00
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Health Financial Systems

OSAWATOMIE STATE HOSPITAL

COMPUTATION OF INPATIENT OPERATING COST

In Lieu of Form €M$-2552-10

Provider CCN: 174004

Period:

From Q7/01/2011

worksheet D-1

To 06/30/2012 | pate/Time Prepared:
I - 12/27/2012 8:32 am
Title XIX Hospital Cost
- :Cest Center Description CenCosts Uil -routine Costf T column il i+ Total chservation-
A . : e  [(from 1ine 27)f . column 2. | observation ged Pass
o T e -~ Bed Cost (from Through-Cost
Tine 89) i(col. 3 x col,
_ I : I : 4) (see
LT e e oo binstructions)
R R T S DR o e 1,00 2.00- 3.00 - 400 f 5,000
COMPUTATION OF OBSERVATION BED -PASS THROUGH COST o : e G L
90.00 |capital-related cest 0 0 0. 000000 0 0| 90.00
91.00 |Nursing School cost 0 0 0. 000000 0 0| 91.00
92.00 |Allied health cost 0 0 0.000000 0 0] 92.00
93.00 |A11 other Medical Education 0, 0 0.000000 0 0] 93.00

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lie

4 of Form CMS-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT provider CCN: 174004 |period: worksheet D-3
From 07/01/2011
To 06/30/2012 | bate/Time Prepared:
o 12/27/2012 B:32 am
Title XvIIr Hospital PPS

’Cost Center Description- - ool Ratio of .Cost| Inpatient Inpatient =

T Bt “To Charges . “Program Program Costs.

v i Charges (co1._1)x'§olﬂ

L L T N : 1.00 - [ T2.00 3.00 -
INPATIENT ROUTINE .SERVICE COST CENTERS - "o R e ]
30.00 [03000]ADULTS & PEDIATRICS ! I 3,125,264 30.00
IANCILLARY . SERVICE ‘COST CENTERS e R et e T e
54,00 (05400 RADIOLOGY-DIAGNOSTIC 1.295616 19,618 25,4171 5400
60.00 [06000| LABORATORY (.849306 100, 354 85,23k] 60.00
66.00 {06600) PHYSICAL THERAPY 1.867223 5,175 9,663| 66.00
69.00 {06900 ELECTROCARDIOLOGY 0.945350 5,254 4,967| 69.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENT 0.000000, 0 0| 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0.838338 262,366 219,951 73.00
75.00 |07500/ASC (NON-DISTINCT PART) 0,000000 0 0| 75.00
OUTPATIENT . SERVICE COST 'CENTERS .+ - L

88.00 |08800|RURAL HEALTH CLINIC 0.000000 0| 83.00
89.00 08900 FEDERALLY QUALIFIED HEALTH CENTER 0.000000 0| 89.00
89.01 (08901} FQHC IX 0. 000000 0} 89.01
89,02 |08903} FQHC III 0.000000 0| 89.02
90.00 {09000] CLINIC 0.000000 0 0 90.00
91.00 (09100 EMERGENCY 0.000000 0 0] 91.00
92.00 [09200] 0BSERVATION BEDS (NON-DISTINCT PART 0.000000 0 0] 92.00
200,00 Tetal (sum of linmes 50-94 and 96-98) 362,767 345,229)200.00
201.00 Less PBP Clinic Laboratory Services-program only charges (line 61) 0 201.00
202.00 Net Charges (line 200 minus Tine 201) 392,767 202.00

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form CMS-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 174004 |Period: vorksheet D-3

From 07/01/2011

To 06/30/2012 | Date/Time Prepared:

- 12/27/2012 8:32 am
Title XX Hospital Cost
T Cost Canter Description o rolino i == IRatio of Cost] Gent. | Inpatient |
e | To Charges ‘{Program Costs |. ... -
PR R Ay
S R e TR : 1,00 3,00
INPATIENT ROUTINE SERVICE COST CENTERS ' ' : [T B I R R R
30.00 [03000]ADULTS & PEDIATRICS [ i 1,228,850 30.00
IANCILLARY . SERVICE COST CENTERS - : : . e
54.00 RADTOLOGY~DIAGNOSTIC 1.295616, 5,387 6,979 54.00
60.00 LABORATORY 0.849306, 23,257 19,752; 60.00
66.00 PHYSICAL THERAPY 1.867223 1,648 3,077] 66.00
69.00 ELECTROCARDIOLOGY 0.945350 764 722i 69.00
71.00 MEDICAL SUPPLIES CHARGED TQ PATIENT 0.000000 0 0] 71.00
73.00 DRUGS CHARGED TO PATIENTS (0.838338 89,332 74,8901 73.00
75.00 ASC (NON-DISTINCT PART) 0.000000 0] 0| 75.00
OUTPATIENT SERVICE COST CENTERS: .

88.00 RURAL HEALTH CLINIC 0.000000 0, 0} 88.00
89.00 FEDERALLY QUALIFIED HEALTH CENTER 0.000000 0 0] 89.00
89.01 FQHC IX 0.798738 1,585 1,266/ 89.01
89.02 FQHC III 3.168478 2,111 6,689 89.02
906.00 CLINIC 0.000000 0 0} 90.00
91.00 EMERGENCY 0.000000 0 0] 91.00
92.00 COBSERVATION BEDS (NON-DISTINCT PART 0.000000 0 0] 92.00
200.00 Total (sum of lines 50-94 and 96-98) 124,084 113,375[200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Net Charges (line 200 mings line 201) 124,084 202.00

MCRIF32 - 3.2.135.0




Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form C(M$-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 174004 |Period: viorksheet E
From 07/01/2011( Part B
To  06/30/2012 | pate/Time Prepared:
B . 12/27/2012 8:32 am
Title XVIII Hospital I PPS
L L R : 5 1.00
PART B - MEODXCAL AND OTHER HEALTH SERVICES . " " - - ‘
1.00 [Medical and other services (see instructions) 0] 1.00
2.00 |Medical and other services reimbursed vnder OPPS (see instructions) 80,889 2.00
3.00 |PPS payments 23,469] 3.00
4.00 Joutlier payment (see instructions) 0f 4.00
5.00 |enter the hospital specific payment to cost ratio (see instructions) ¢.000} 5.00
6.00 |Line 2 times line § 0} 6.00
7.00 |sum of line 3 plus line 4 divided by line 6 0.00; 7.00
8.00 |Tramsitional corridor payment (see instructions) 0| 8.00
9.00 |ancillary service other pass through costs from worksheet b, Part IV, column 13, Tine 200 0f 9.00
10.00 |0rgan acquisitions 0} 10.00
11.00 |Total cost (sum of lines 1 and 10) {(see 1nstruct1ons) 0} 11.00
COMPUTATION. .OF LESSER OF COST OR CHARGES B
Reasohabie charges R o
12.00 [Ancillary service charges 0] 12.00
13.00 |organ acquisition charges (from Worksheet D-4, Part III, line 69, col. 4) 0} 13.00
14.00 |Total reasoname charges (sum of lmes 12 and 13) 01 14.00
customary charges R ) : L B
15.00 |Aggregate amount actua]ly co]Tected from pat1ents 11ab]e for payment for services on a charge basis 0{ 15.00
16.00 |amounts that would have been realized from patients 1iable for payment for services on a chargebasis 0| 16.00
had such payment been made in accordance with 42 CFR 413.13(e)
17.00 |rRatio of Tine 15 to Tine 16 (not to exceed 1.000000) 0.000000| 17.00
18.00 |Total customary charges (see instructions) 0{ 18.00
19.00 |Excess of customary charges over reasonable cost (complete only if line 18 exceeds line 11) (see 0| 19.00
instructions)
20.00 [Excess of reasonable cost over customary charges (complete only if line 11 exceeds 1ine 18) (see 0 20.00
instructions)
21.00 [Lesser of cost or charges (linre 11 minus line 20) (for CaH see instructions) 0| 21.00
22.00 Interns and residents (see instructions) | 22.00
23.00 {Cost of teaching physicians (see instructions, 42 CFR 415,160 and cMs pub. 15-1, section 2148} 0| 23.00
24.00 {Total prospective payment (sum of lines 3, 4 and 92 23,469| 24.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT - - s
25.00 ipeductibtes and coinsurance (for CaH, see 1n5truct1on5) 0| 25.00
26.00 {peductibles and Coinsurance relating to amount on line 24 (for CAM, see instructions) 1,891) 26.00
27.00 |subtotal {(lines 21 and 24 - the sum of Tines 25 and 26} plus the sum of lines 22 and 23} (for CaH, 21,578] 27.00
see instructions)
28.00 [pirect graduate medical education payments (from worksheet E-4, lime 50) 0| 28.00
29.00 |esrD direct medical education costs (from worksheet E-4, Tine 36) 0] 29.00
30.00 |subtotal (sum of Tines 27 through 29) 21,578] 30.00
31.00 |(Primary payer payments 0| 31.00
32.00 |[subtotal (lins 30 minus line 31) 21,578] 32.00
IALLOWABLE BAD DEBTS (EXCLUDE BAD DEBTS-FOR PROFESSIONAL SERVICES) I
33.00 [composite rate ESRD (from worksheet 1-5, line 11) 0| 33.00
34.00 |Allowable bad debts (see instructions) 2,095| 34.00
35.00 |adjusted reimbursable bad debts (see instructions) 1,467| 35.00
36.00 |Allowable bad debts for dual eligible beneficiaries (see +instructions) 728| 16.00
37.00 |subtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider only) 23,045] 37.00
38.00 [MsP-LCC reconciliation amount from PS&R 0 38.00
39.00 |OTHER ADJIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0] 39.00
39.99 |RECOVERY OF ACCELERATED DEPRECIATION 0} 39.99
40.00 [subtotal (line 37 plus or minus lines 39 minus 38) 23,045 40.00
41.00 |Interim payments 21,578 41.00
42.00 |Tentative settlement (for contractors use only) 0} 42.00
43.00 {Balance due provider/program (1ine 40 minus the sum of lines 41, and 42} 1,4671 43.00
44,00 |[Protested amounts (ncna11owab1e cost report 1tem5) in accordance with (Ms Pub 15 II, sect1on 115 2 0, 44.00
TO. BE COMPLETED. BY CONTRACTOR: DL o B
90.00 |original outlier amount (see 1nstruct‘|ons) 0} 90.00
91.00 {outtier reconciliation adjustment amount (see instructions) 0; 91.00
92.00 |The rate used to calculate the Time value of Money 0.00] 92.00
93,00 |{Time value of Money (see instructions) 0] 93.00
94,00 |{Total (sum of 1ines 91 and 93) 0i 94.00
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Health Fimancial Systems

OSAWATOMIE STATE HOSPITAL

CALCULATION OF REIMRBURSEMENT SETTLEMENT

Provider CCN: 174004

In Lieu of Form CM5-2552-10

period:
From 07/01/2011
To  06/30/2012

worksheet E
part B

Date/Time Prepared:
12/27/2012 8:32 am

PPS

Title XVIII

Hospital

Qverrides

-1.00

MORKSHEET OVERRIDE VALUES

112.00{override of ancillary service charges (Hne 12)

112.00
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Health Financial Systems

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

OSAWATOMIE STATE HOSPITAL

In Lieu of Form CMS-2552-10

provider CCN: 174004

Period:
From 07/01/2011

worksheet £-1

Part I

To  06/30/2012 | Date/Time Prepared
e e o o 112/27/2032 8:32 am
Title XVIII Hospita1 PPS
Inpataent Part A : Part B - o
a/dd/yyyy ‘Amaunt mm/dd/yyyy Amount
Ce e S e : 1.00 2.00 3.00 4.00
1.00 ITotal interim payments paid to provider 5,615,498 21,578 1.00
2.00 {Interim payments payable on individual bills, either 0 6| 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |[List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period., Also show date of each
payment. If none, write "NONE" or enter a zero. (1)
Progf‘atﬂ to Pf‘OV‘lder oo T DUUTLITTL L
3.01 |ADIUSTMENTS TO PROVIDER 11/09/2011 14,100 0 3.01
3.02 0 0| 3.02
3.03 0 0| 3.03
3.04 0 0| 3.04
3.05 0 0] 3.05
Provider to Program«: - - s
3.50 [ADJUSTMENTS TO PROGRAM 0 0 3.50
3.51 0 0! 3.51
3.52 0 0i 3.52
3.53 0 0 3.53
3.54 . 0 0| 3.54
3.99 |subtotal {sum of Tines 3.01-3.49 minus sum of Tines 14,100 0| 3.99
3.50-3.98)
4.00 |Total interim payments (sum of lines 1, 2, and 3.99) 5,629,598 21,578 4.00
(transfer to wkst. E or wkst., E-3, Tine and column as
appropriate)
TQ - BE 'COMPLETED 'BY CONTRACTOR L
5.00 |List separate]y each tentative sett1ement payment after 5.00
desk rev1ew Also show date of each payment. If none,
write "NONE" or enter a zero (1)
Program.to Provider:: ; L
5.01 |[TENTATIVE TO PROVIDER 0 ] 5.01
5.02 0 0| 5.02
5.03 0 0| 5.03
Provider to Program - : ]
5.50 {TENTATIVE TO PROGRAM 0 0 5.50
5.51 0 0l 5.51
5.52 0 0} 5.52
5.99 |subtotal (sum of Tines 5.01-5.49 minus sum of Tines 0 0 5.99
5.50-5.98)
6.00 |Determined net settlement amourt (batance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TQ PROVIDER 92,569 1,467 6.01
6.02 |SETTLEMENT TO PROGRAM 0 0| 6.02
7.00 |Total Medicare program liability (see instructions) 5,722,167 23,045] 7.00
o LT e C i : Contractor - Date. S
o i Number (Mo/Day/yr)
8.00 [Name of Contractor 8.00
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Health Financial Systems

OSAWATOMIE STATE HOSPITAL

In Lieu of Form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 174004 |Period: worksheet E-3
From 07/01/2011 | Part II
To 06/30/2012 | pate/Time Prepared:
3 ) o 12/27/2012 8:32 am
Title XVIIT Hosp1ta1 PPS
: 1.00

PART XX - MEDICARE PART A SERVICES =~ IPF PPS :
1.00 iNet Federal IPF PPS Payments {(excluding outlier, ECT, and med1ca1 educatwn payments) 5,956,785; 1.00
2.00 iNet IPF PPS Outlier Payments 0: 2.00
3.00 [Wet IPF PPS ECT Payments 0 3.00
4.00 |unweighted intern and resident FTE count in the most recent cost report filed on or before November 0.00; 4.00

15, 2004, (see 1instructions)
4,01 |cap increases for the unweighted intern and resident FTE count for residents that were displaced by 0.00( 4.01

program or hospital closure, that would not be counted without a temporary cap adjustment under

§412.424(d) (1) (Fi1)(F (1) or (2) (see instructions)}
5.00 {New Feaching program adjustment. (see -instructions) 0.00( 5.00
6.00 |Current year's unweighted FTE count of I&R other than FTEs in the first 3 years of a “new teaching 0.00] 6.00

program”. (see inst.)
7.00 |Current year's unweighted I&R FTE count for residents within the first 3 years of a "new teaching 0.00| 7.00

program”. (see 1inst.)
8.00 jIntern and resident count for IPF PPS medical education adjustment (see instructions) 0.00{ 8.00
9.00 iAverage Daily Census {see instructions) 175.762295| 9.00
10.00 |Medical Education Adjustment Factor {((1 + (line 8/1ine 9)) raised to the power of .5150 -1}. 0.000000| 10.00
11.00 [Medical Education Adjustment (Tine 1 multiplied by 1ine 10). 0| 11.00
12.00 [Adjusted Net IPF PPS Payments (sum of lines I, 2, 3 and 11) 5,956,785 12.00
13.00 |NMursing and Allied Health Managed Care payment (see instruction) 0] 13.00
14.00 |organ acquisition 0! 14.00
15.00 |[Cost of teaching physicians (from worksheet D-5, Part II, column 3, 1ine 20} (see instructions) 0 15.00
16.00 |Ssubtotal (see instructions) 5,956,785 16.00
17.00 |Primary payer payments 312{ 17.00
18.00 |[subtotal (line 16 less Tine 17). 5,956,473 18.00
19.00 |peductibles 251,855( 19.00
20.00 [subtotal (¥ine 18 minus line 19) 5,704,618 20.00
21.00 |Coinsurance 317,423| 21.00
22.00 |subtotal (line 20 minus Tline 21) 5,387,195 22.00
23.00 (Allowable bad debts (exclude bad debts for professional services) (see instructions) 487,670} 23.00
24.00 ;Adjusted reimbursable bad debts (see instructions) 341,369 24.00
25.00 ;Allowable bad debts for dual eligible beneficiaries (see instructions) 321,617 25.00
26.00 [subtotal (sum of Tines 22 and 24) 5,728,564) 26.00
27.00 [Direct graduate medical education payments {from worksheet E-4, line 49) 0] 27.00
28.00 |other pass through costs (see imstructions) 0| 28.00
29.00 |outlier payments reconciliation 0| 29.00
30.00 |OTHER ADJUSTMENTS (SEE EINSTRUCTIONS) (SPECIFY) -6,397| 30.00
30.99 |Recovery of Accelerated Depreciation 0] 30.99
31.00 {Total amount payable to the provider (see instructions) 5,722,167 31.00
32.00 [Interim payments 5,629,598} 32.00
33.00 |Tentative settiement (for contractor use only) 0§ 33.00
34.00 |Balance due provider/program (line 31 minus the sum Tlines 32 and 33) 92,569 34.00
35.00 |protested amounts (nonallowable cost report 1tems) 1n accordance wath s Pub, 15- 2, section 115 2 0] 35.00

1O BE COMPLETED BY "CONTRACTOR - '. . . T
50.00 (original outlier amount from \-.'orksheet E-3, Part II hne 2 0] 50.00
51.00 jouttier reconciliation adjustment amount (see instructions) 0] 51.00
52.00 {The rate wsed to calcutate the Time value of Money 0.00] 52.00
53.00 [Time value of Money (see instructions) G} 53.00
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Health Financial Systems
CALCULATION OF REIMBURSEMENT SETTLEMENT

OSAWATOMIE STATE HOSPITAL

In Lie

;1 of Form CMS-2552-10

Provider CCN: 174004 |Period:
From 07/01/2011

vorksheet E-3

Part VII

To 06/30/2012 | pate/Time Prepared:
o 12/27/2012 8:32 am
Title XIX Hospital Cost
'; R : “Inpatient " ‘| “cutpatient
e o e ‘ i . . 600 —3.00
PART VII - CALCULATION UF REIMBURSEMENT - ALL-OTHER, HEALTH SERVICES FOR TITLES V OR XIX SERVICES L
COMPUTATION OF NET.COST.OF COVERED SERVICES - . e
1,00 iInpatient hospital/SNF/NF services 1 351 352 1.60
2.00 iMedical and other services 0 2.00
3,00 [organ acquisition (certified transplant centers only) 0 3.00
4.00 isubtotal (sum of lines 1, 2 and 3) 1,351,352 0] 4.00
5,00 |Inpatient primary payer payments 0 5.00
6.00 |outpatient primary payer payments 0| 6.00
7.00 [subtotal (line 4 less sum of lines 5 and 6) 1,351,352 0| 7.00
COMPUTATION -OF LESSER OF COST OR CHARGES BRI
Reasonable Charges B RS
8.00 [Routine service charges 1,228,850 8.00
9.00 |ancillary service charges 124,084 0| 9.00
10.00 jorgan acquisition charges, net of revenue 0 10.00
11.00 |Incentive from target amount computation 1] 11.00
12.00 {Total reasocnable charges {sum of 11nes 8 through 11) 1,352,934 0] 12.00
CUSTOMARY -CHARGES : R C
13.00 jAmount actuvally collected from pat1ents 11ab1e For payment for services on a charge 0] 0| 13.00
basis
14,00 |Amounts that would have been realized from patients 1iable for payment for services on 0 0! 14.00
a charge basis had such payment been made in accordance with 42 CFr 413.13(e)
15.00 |Ratio of Tine 13 to Tline 14 (not to exceed 1.000000) 0. 000000 00000001 15,00
16.00 |Total customary charges (see instructions) 1,352,934 0} 16.00
17.00 |Excess of customary charges over reasonable cost (complete only if line 16 exceeds 1,582 0} 17.00
Tline 4) (see instructions)
18.00 |Excess of reascnable cost over customary charges (complete only if line 4 exceeds Tine 0 0} 18.00
16) (see instructions)
19.00 |Interns and Residents (see instructions) 0 0| 19.00
20.00 |cost of Teaching Physicians (see instructions) 0 0] 20.00
21.00 |Cost of covered services (enter the lesser of line 4 or line 16) 1,351,352 Q] 21.00
PROSPECTIVE -PAYMENT ‘AMOUNT - Lines 22 through:26:must only be completed for PPS- providers, - - L
22.00 jother than outlier payments 0 0] 22,00
23.00 outlier payments 0 0| 23.00
24.00 program capital payments 0 24,00
25.00 icapital exception payments (see instructions) 0 25.00
26.00 {Routine and Ancillary service other pass through costs 0 0| 26.00
27.00 {subtotal (sum of %ines 22 through 26) 0 0| 27.00
28.00 [Customary charges (title Vv or XIX PPS coverad services only) 0 0| 28.00
29.00 [Titles Vv or XIX (sum of Tines 21 and 27) 1,351,352 0] 29.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT o SR i
30.00 [Excess of reasonable cost (from line 18) 0 0| 30.00
31.00 [subtotal (sum of Tines 19 and 20, plus 29 minus Hines 5 and 6) 1,351,352 D 31.00
32.00 [peductibtes 0 0} 32.00
33.00 [Coinsurance 0 0 33.00
34.00 [Allowable bad debts (see instructions) 0 0} 34.00
35.00 [utitization review 0 35.00
36.00 [subtotal (sum of lines 31, 34 and 35 minus sum of lines 32 and 33) 1,351,352 0} 36.00
37.00 |OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 01 37.00
38.00 |subtotal (line 26 + line 37) 1,351,352 0 38.00
39.00 |{Direct graduate medical education payments (from wkst. E-4) 0 39.00
40.00 {Total amount payable to the providar (sum of Tines 38 and 39) 1,351,352 0| 40.00
41.00 {Interim payments 1,352,934 0] 41.00
42.00 |Balance due provider/program (line 40 minus 41) -1,582 0| 42.00
43,00 |Protested amounts (nonatlowable cost report items) in accordance with CMS Pub 15-2, 0 0| 43.00

section 115.2
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Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form CMS-2552-10
BALANCE SHEET (If you are nonproprietary and do not maintain provider CCN: 174004 |period: worksheet G

fund-type accounting records, complete the General Fund column only) From 07/01/2011 .
To 06/30/2012 | pate/Time Prepaied:

12/27/2012 8:32 am
General Fund | Specific . [Endowment Fund| - Plant Fund b
Sl purpose Fund R
L 1.0 2.00 3.60 . 4 00
CURRENT . ASSETS. - - - S St e : : B B B
1.00 |cash on hand in banks 1,235,101 0 0 0} 1.00
2.00 |Temporary investments 0 0 0 06| 2.00
3.00 |Notes receivable 0 0 0 o] 3.00
4,00 JAccounts receivable 1,600,287 0 0] 0{ 4.00
5.00 jother receivable 0 0 0] 0| 5.00
6.00 |Allowances for uncollectible notes and accounts receivable 0 0 0 0| 6.00
7.00 |Inventory 250,000 0 0 a| 7.00
8.00 |prepaid expenses 0 4 0 0| 8.00
9.00 jother current assets 0 0 0 0| 9.00
10.00 |pue from other funds 0 0 0 0| 10.00
11.00 |Total current assets (sum of 'lmes 1 10) 3,085,388 0 0 0] 11.00
FIXED ASSEYS : B Lo . o I o
12.00 |Land 286,236 0 0 0| 12.00
13.00 |Land improvements 1,237,543 0 0 0 13.00
14.00 |Accumulated depreciation -1,135,162 0 0 0} 14.00
15.00 |Buildings 34,988,061 0 0 0 15.00
16.00 |Accumulated depreciation -24,338,634 0 0 0 16.00
17.00 |Leasehold improvements 1] 0, 0 0} 17.00
18.00 |Aaccumulated depreciation 0 0 0 0] 18.00
19.00 |Fixed equipment 2,020,173 0 0 0] 19.00
20.00 jAccumulated depreciation -1,762,904 0 0 01 20.00
21.00 jautomobiles and trucks 0] 0 0 0| 21.00
22.00 jAccumulated depreciation 0 0 0| 22.00
23.00 iMajor movable equipment Y 0 0 0| 23.00
24.00 ‘accumulated depreciation 0, 0 0 0| 24.00
25.00 iMinor egquipment depraciable 0 0 0 0| 25.00
26.00 jaccumuTlated depreciation 0 0 0 0| 26.00
27.00 {HIT designated Assets 0 0 0 0| 27.00
28.00 [Accumulated depreciation 0 0 1] 0| 28.00
29.00 |Minor eqguipment-nondepreciable 0 0 0 6] 29.00
30.00 |Total fixed assets (sum of 11nes 12-293 11,295,313 0 0 0} 30.00
OTHER ASSE'}‘S : J T S S SV . o B e R
31.00 [Investments 0 0 0 0} 31.00
32.00 |peposits on leases 0 0 V] 0} 32.00
33.00 |(pue from owners/officers 0 0 0 0} 33.00
34.00 |other assets 0 0 0 0] 34.00
35.00 |Total other assets (sum of Fines 31-34) 0 0 0 0| 35.00
36.00 [Total assets (sum of 1ines 11, 30 and 35) 14,380,701 0 0 Q0| 36.00
CURRENT ' LIABILITIES - ool 00 s R
37.00 |Accounts payable 70,754 0 0 0| 37.00
38.00 |salaries, wages, and fees payable 0 0 0| 38.00
39.00 |Payroll taxes payable 0 0 0 0| 3%.00
40.00 [Notes and loans payable (shert term) 0 0 0 0| 40.00
41.00 |peferred income 0 0 0 0} 41.00
42.00 |Accelerated payments 0 42.00
43.00 |[pue to other funds 0 0 0 43.00
44.00 |other current liabilities 0 0, 0 0} 44.00
45,00 {Total current liabilities (sum of Tines 37 thru 44) 70,754 0, 0} 45.00
LLONG TERM LIABILITIES - : e e e
46.00 {Mortgage payable 0 0 0 0] 46.00
47.00 |Notes payable 0] 0 0 0| 47.00
48.00 |uUnsecured Yoans 0 0 0 0| 48.00
49.00 |other Tong term 1iabilities 0 0 0 0| 49.00
50.00 |Total long term Tliabilities (sum of lines 46 thru 49 0 0 0 0| 50.00
51.00 |Total Tiabilites (sum of Tines 45 and 50) ] ] 70,754 0 0 0] 51.00
CAPITAL ' ACCOUNTS R e T L T
52.00 |General fund balance 14,309,947 52.00
53.00 |specific purpose fund 0 53.00
54.00 |ponor created - endowment fund balance - restricted 0 54.00
55.00 |ponor created - endowment fund balance - unrestricted 0 55.00
56,00 |Governing body created - endowment fund balance 0 56.00
57.00 Iplant fund balance - invested in plant 0y 57.00
58.00 jPlant fund balance - reserve for plant improvement, | 58.00
replacement, and expansion
59.00 |Total fumnd balances (sum of lines 52 thru 58) 14,309,947 0 0 0| 59.60
60.00 (Total Viabilities and fund balances {sum of lines 51 and 14,380,701 0 0 0| 60.00
59)
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Health Financial Systems

CSAWATOMIE STATE HOSPITAL.

STATEMENT OF CHANGES IN FUND BALANCES

In Lie

Provider coN: 174004 |period:

From 07/01/2011

To

06/30/2012

worksheet G-1

CorGenerad Fund:

©oaspecial purpose Fund

12/27/2012 8:

i of Form CMS-2552-10

pDate/Time Prepared:
32 am

D A S : S1.00 F2.00 0 3,00 4.00 |- :
1.00 [Fund balances at beginning of period 17,144,051 0 1.00
2.00 [Net income (loss) (from wkst. G-3, l1ine 29) -2,834,104 2.00
3.00 |Total (sum of Tine 1 and Tine 2) 14,309,947 0 3.00
4.00 |Additions {(credit adjustments) (specify) 0 0 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.G0 0 0 8.00
9.00 0 0 9.00
10.00 |Total additions (sum of Tline 4-9) Q 1] 10.00
11.00 |subtotal (line 3 plus Tine 10) 14,309,947 0] 11.00
12.00 |peductions (debit adjustments) (specify) 0 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16.00 0 0 16.00
17.00 0 0 17.00
18.00 |Total deductions {sum of lines 12-17) 0 Q 18.00
19.00 jrund balance at end of period per balance 14,309,947 0 19.00

sheet (line 11 minus line 18)
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Health Financial Systems OSAWATOMIE STATE HOSPITAL In Lieu of Form (M$-2552-10

STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 174004 |Period: Worksheet G-1

From 07/01/2011

To  06/30/2012 | pate/Time Prepared:
12/27/2012 8 3

_._Endowment Fund . s plang CFund L

IO - SRR U TU5.00 T - 6.00 7.000 [ U RL00

1.00 |Fund balances at beginning of period 0 0 1.00
2.00 ([Met income (loss) (from wkst. G-3, Tine 29) 2.00
3.00 [Total (sum of Tine 1 and line 2) 0 0 3.00
4.00 |additions (credit adjustments) (specify) 0 0 4.00
5.00 0 1] 5.00
6.00 0] 0 6.00
7.00 0 1] 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 |Total additions (sum of line 4-9) 0 0 10.00
11.00 jsubtotal (line 3 plus Tine 10) 0 0 11.00
12.00 iDeductions (debit adjustments) (specify) 0 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16,00 0 0 16.00
17.00 0 Q 17.00
18.00 {Total deductions (sum of lines 12-17) 0 0, 18.00
19.00 |fund balance at end of period per balance 0 0 19.00

sheet (1ine 11 minus Tine 18)
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Health Financial Systems OSAWATOMIE STATE HOSPITAL In iieu of Form cM5-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 174004 | Period: worksheet G-2
From 07/01/2011| Parts I & I1I
To 06/30/2012 | pate/Time Prepared:
_ 12/2?/2012 8: 32 am
Cost Center Descmptwn i “Inpatient 1 outpatient | . Total :
; 100 1 - 2500 | - 3,00

PART I = PA'I‘IENT REVENUES : L R

Genera].lnpat1ent Routine Services O R
1.00 iHospital 22,847,934 22,847,934] 1.00
2.00 SUBPROVIDER ~ IPF 2.00
3.00 |[SUBPROVIDER - IRF 3.00
4,00 |SUBPROVIDER 4,00
5.00 [Swing bed - SNF 0 0| 5.00
6.00 |swing bed - NF 0 0| 6.00
7.00 |SKILLED NURSING FACILITY 0 0| 7.00
8.00 |NURSING FACILITY 0 0| 8.00
9,00 |OTHER LONG TERM CARE 9,00
10.00 |Total general inpatient care services (sum of lines 1- 9) 22,847,934 22,847,934] 10.00

Ihtensive Care Type Inpatient Hospital. Services N o : s )
11,00 ; INTENSIVE CARE UNIT 11.00
12,00 ;CORONARY CARE UNIT 12.00
13.00 |BURN INTENSIVE CARE UNIT 13.00
14.00 |SURGICAL INTENSIVE CARE UNIT 14,00
15.00 |OTHER SPECIAL CARE (SPECIFY) 15.00
16.00 |Total intensive care type inpatient hospital services (sum of lines 0 0! 16.00

11-15)
17.00 |Total inpatient routine care services (sum of Tines 10 and 16) 22,847,934 22,847,934 17.00
18.00 |Ancillary services 3,702,223 83,302 3,785,525] 18.00
19.00 |outpatient services 0 0 ol 19.00
20,00 |RURAL HEALTH CLINIC o 0 0} 20.00
21.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0} 21.00
21,01 IFQHC II 0 0 0 21.01
21.02 {FQHC XII b o) 0| 21.02
22.00 |HOME HEALTH AGENCY 1] 0 22.00
23.00 |AMBULANCE SERVICES 23.00
24,00 | CMHC 0 0} 24.00
25.00 |AMBULATORY SURGICAL CENTER (D.P.) 25.00
26.00 |HOSPICE 26.00
27.00 |OTHER (SPECIFY) 0 0 0| 27.00
28.00 |Total patient revenues (sum of lines 17-27)(transfer column 3 to wkst. 26,550,157 83,302 26,633,459 28.00

G-3, line 1)

PART II - QPERATING EXPENSES . R
29.00 joperating expenses {per wkst. A, co'lumn 3 11ne 2000 28,967,344 29.00
30.00 ;ADD (SPECIFY) 0] 30.00
31.00 0 31.00
32.00 0 32.00
33.00 0 33.00
34,00 0 34.00
35.00 0 35.00
36.00 |Total additions (sum of 1ines 30-35) 0 36.00
37.00 |pEDUCT (SPECIFY) 0 37.00
38.00 [¥) 38.00
39.00 0 39,00
40,00 0 40,00
41.00 1] 41,00
42.00 [Total deductions (sum of Tines 37-41) 0 42,00
43.00 iTotal operating expenses (sum of lines 29 and 36 minus line 42)(transfer 28,967,344 43.00

to wkst. 6-3, Tine 4)
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Health Financial Systems . OSAWATOMIE STATE HOSPITAL

In Lieu of Form CM5-2552-10

STATEMENT OF REVENUES AND EXPENSES Provider CCN: 174004

From 07/01/2011

worksheet G-3

Date/Time Prepared:

12/27/2012 8:32 am
1.00 |Total patient revenues (from wkst. G-2, Part I, column 3, line 28) 26,633,459 1,00
2.00 |Less contractual allowances and discounts on patients' accounts 21,258,471 2.00
3.00 |Net patient revenues (line 1 minus Tine 2) 5,374,988 3.00
4,00 |{Less total operating expenses (from wkst. G-2, Part II, line 43) 28,967,344] 4,00
5.00 |Net income from service to patients (line 3 minus Tine 4) -23,592,356; 5.00
OTHER INCOME - - Ll e - T A R T
6.00 |cContributions, donations, bequests, etc 0] 6.00
7.00 |Income from investments 203| 7.00
8.00 iRevenues from telephone and telegraph service 0| 8.00
9.00 [Revenue from television and radio service ¢l 9.00
10.00 {Purchase discounts 0} 10.60
11,00 [Rebates and refunds of expenses 1,030] 11,00
12.00 |Parking lot receipts 0 12.00
13,00 |Revenue from laundry and linen service 0| 13.00
14.00 |Revenue from meals sold to employees and guests 1,308| 14.00
15.00 |Revenue from rental of living quarters 0] 15.00
16.00 |Revenue from sale of medical and surgical supplies to other than patients 0i 16.00
17.00 |Revenuve from sale of drugs to other than patients 0; 17.00
18.00 |Revenue from sale of medical records and abstracts 4,051 18.00
19.00 |Tuition (fees, sale of textbooks, uniforms, etc.) 0| 19.00
20.00 |Revenue from gifts, flowers, coffee shops, and canteen 0| 20.00
21.00 iRental of vending machines 0| 21.00
22.00 {Rental of hospital space Q] 22.00
23.00 {Governmental appropiriations 20,751,660 23.00
24,00 |OTHER (SPECIFY) 0} 24.00
25.00 [Total other income {(sum of lines 6-24) 20,758,252{ 25.00
26,00 |Total (Tine § plus line 25) -2,834,104| 26.00
27,00 |OTHER EXPENSES (SPECIFY) a] 27.00
28.00 [Total other expenses (sum of line 27 and subscripts) 0| 28.00
29.00 [Net income (or loss) for the period (line 26 minus Jine 28) -2,834,104] 29.00
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